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Often the critical evaluation of the drug to be administered is as 
important to the patient’s recovery as is the diagnosis of his con- 
dition. In each case correct procedures can be determined only 
by the physician. 

CHLOROMYCETIN is eminent among drugs at the disposal of the 
medical profession. Clinical findings attest that, in the hands of 
the physician, this widely used, broad spectrum antibiotic has 


proved invaluable against a great variety of infectious disorders. 
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notably effective, well tolerated, broad spectrum antibiotic 


The many hundreds of clinical reports on CHLOROMYCETIN 
emphasize repeatedly its exceptional tolerance as demonstrated 
by the infrequent occurrence of even mild signs and symptoms 
of gastrointestinal distress and other side effects in patients 
receiving the drug. 

Similarly, the broad clinical effectiveness of CHLOROMYCETIN 
has been established, and serious blood disorders following its use 
are rare. However, it is a potent therapeutic agent, and should 
not be used indiscriminately or for minor infections—and, as with 


certain other drugs, adequate blood studies should be made 


when the patient requires prolonged or intermittent therapy. 
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The Use of Prostheses in the Head and Neck of the Femur 


HERSCHEL G. Coe, M.D. 
TAMPA 


AND 


ARTHUR H. WEILAND, M.D. 
CORAL GABLES 


The sole purpose of this presentation is to re- 
view the newer developments in the treatment of 
pathologic conditions of the hip resulting from old 
ununited fractures of the neck of the femur and 
osteoarthritis with pain or ankylosis, as well as 
the occasional old untreated dislocation of the 
head of the femur. 

In this discussion it is proposed to treat the 
subject so as to be of interest to the medical 
profession as a whole and not alone to the special- 
ists. Consequently, some details of the surgical 
technics will be omitted. 

The stimulus given by World War II and the 
Korean War to the development of new mechani- 
cal devices and plastic materials has not been 
without its boon to the medical world, particularly 
as applied to orthopedic surgery. 

For many years various types of metals have 
been used as means of internal fixation and incor- 
porated in body tissue for long periods of time. 
Recent research developments, however, have aid- 
ed in the production of metals and plastics that 
are completely inert, have no electrolytic action, 
and cause no necrosis of the bone. These sub- 
stances are vitallium, stainless steel, and methyl 
polymethacrylate. 

Formerly a fracture of the neck of the femur 
frequently resulted in premature death of the 
patient from hypostatic pneumonia following the 
application of a body case, or the complete ab- 
sorption and death of the neck and head of the 
femur, making the patient an invalid, with pro- 
longed suffering and disability. In many cases, 
although at the time of injury the fracture was 
accurately reduced and fixed with a metal pin, 
the head and neck of the femur would undergo 
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aseptic necrosis in a few months. This situation 
is a direct result of the destruction of the blood 
supply to the neck and head of the femur, which 
even in a normal person is poor. When such a 
situation develops, it is accompanied by pain and 
the inability of the patient to walk and pursue 
his or her normal habits of life. 


Reconstructive Procedures 

For years surgeons have sought means to com- 
bat this condition and to alleviate the pain and dis- 
ability occurring after the-death and absorption of 
the neck and head of the femur, but until recently 
such procedures involved the surgical sectioning 
of the shaft of the bone, accompanied by pushing 
it over beneath the head to form, at best, a 
natural crutch by fibrous or bony union. In some 
cases it worked well, but in many instances it 
was wholly unsatisfactory. 

The McMurry osteotomy is an example of 
this procedure. Reconstructive operations of va- 
rious types, particularly those described by Whit- 
man and Colonna, have also been used with 
varying degrees of success or failure. Frequent- 
ly the patient has been given the choice of 
one of these procedures or an operative fusion 
of the hip, which at best could result in a pain- 
less weight-bearing extremity but a joint with no 
motion. 

In more recent years Dr. Smith-Peterson of 
Boston brought into existence the use of the vital- 
lium cup operation, which was a further improve- 
ment but far from satisfactory. This did, how- 
ever, give a great stimulus to the idea of the 
present prosthesis. 

In the Journal of Bone and Joint Surgery, 
British Edition of May 1950, Drs. Jean and 
Robert Judet of Paris, France gave a compre- 
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hensive and modest report of the use of plastic 
materials for replacement of the head and neck of 
the femur, which had followed an aseptic necrosis 
as the result of fracture. The series included 300 
cases since 1946 of painful osteoarthritis, old con- 
genital dislocations of the hip accompanied by 
pain, and ankylosis of the hip joint due to various 
organic diseases. 
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Figure 1. 


A stainless steel metallic femoral head and 
neck was developed by Dr. Jaenichen and first 
used by him in 1947. Mr. Collison, an engineer 
now deceased, materially assisted in the mechani- 
cal development of this device, which now carries 
the name of Jaenichen-Collison Head. Likewise, 
previous to that time numerous other artificial 
prostheses had been used, which had for their main 
purpose inserting the fixation bar down the medul- 
lary canal of the proximal portion of the femur. 

Our experience has been confined to the use of 
the Jaenichen-Collison stainless steel head and 
neck and to the plastic type, which the Drs. 
Judet introduced. 

The plastic device gives the appearance of a 
mushroom, the stem of which is reinforced by an 
encased piece of stainless steel to prevent break- 
ing. The application is effected after the removal 
of the dead bone, consisting of the head and neck, 
by the drilling of a hole and driving the stem of 
the prosthesis into the remaining portion of the 
neck. Before insertion of the prosthesis, the re- 
maining portion of the neck of the femur is round- 
ed off and grooved with a special instrument to 
be inserted into the cuplike under surface of the 
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plastic head. The stem then should protrude to 
the outer cortex of the femur, and if it extrudes 
somewhat, one need not worry, as it may be ex- 
cised by the use of a bone saw. Care should be 
used not to attempt to cut it with bone-cutting 
forceps, as such an attempt will crack the ma- 
terial. 

The application of the Jaenichen-Collison 
stainless steel prosthesis is much more of a tech- 
nical surgical procedure and a more shocking oper- 
ation, in that there is necessitated the application 
of a receptacle femoral plate that requires much 
more surgical skill. More commonly the surgical 
approach used in cases of this type is the Smith- 
Peterson approach or a modification of this in- 
cision. The posterior approach is becoming rather 
popular, however, and may prove to be the most 
satisfactory. 

There are those who advocate a complete re- 
moval of the joint capsule, sustaining the opinion 
by the argument that it serves to cause less pain- 
ful postoperative hips, on the basis of a neurec- 
tomy, and that it will likewise prevent the calcifi- 
cation of the capsule with a tendency to form a 
bony block between the acetabulum and the 
trochanter. We believe only that portion of the 
capsule which is readily available should be re- 
moved and have had no difficulty in our cases. 





Fig. 2.— Jaenichen-Collison prosthesis—working mod- 


el. 

The necrotic head of the femur is then removed 
in the usual procedure, with care being taken not 
to injure any remaining portion of the joint carti- 
lage. Some surgeons routinely use a reamer to 
remove all the cartilage, but in our experience, 











J. Fiorina, M. A. 
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unless there are osteophytes present or a pro- 
nounced roughening of the articular surface of 
the acetabular fossa, this procedure is not neces- 
sary. 





Fig. 3.— Mrs. A., aged 51. Six months after insertion 
of Smith-Peterson nail. 


The Judet prosthesis has the advantage of a 
relatively easy application in comparison to some 
of the other prostheses used; however, it does not 
restore the excised portion of the neck of the femur 
and results in a shortening. 

Postoperatively, the use of hip prostheses has 
distinct advantages over any of the other recon- 
structive procedures, in that the period of post- 
operative recovery is much shorter and weight 
bearing is allowed within three weeks, as no bony 
union is required. 





Fig. 4.— Mrs. A. Postoperative roentgenograms after 
insertion of Jaenichen-Collison prosthesis. 


Complications 


One of the complications that might be antici- 
pated as a surgical postoperative problem follow- 
ing application of the prosthetic apparatus, par- 
ticularly the short neck or mushroom type, is 
anterior dislocation of the head of the femur. To 
overcome this, we are of the opinion that as little 
dissection in the surgical procedure as can be done 
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is advisable and that postoperatively the legs 
should be placed in internal rotation and abduc- 
tion, being held for a period of three weeks, to 
allow for soft tissue healing. 

Of course the usual postoperative complica- 
tions, such as phlebitis and embolism, can occur 
in this procedure as in any other. 

It is our opinion that old age is no barrier to 
this procedure. Many hold, and we sometimes 
favor the opinion, that in capital or subcapital 
fractures, in all probability it would be better to 
remove the head of the femur immediately and at 
once insert the prosthesis. Doing so would mark- 
edly shorten the period of convalescence in com- 
parison to that required upon employment of those 
methods dependent upon bony union, which often 
ends in subsequent absorption of the neck and 
head and further surgery, about which we are 
now concerned. This observation is also true of 
vertical fractures of the femoral neck. 





Figure 6 


Figure 5 


Fig. 5.— Twenty months after application of prosthe- 
sis —all screws broken and plate pushed away from shaft. 

Fig. 6.— Two and one-half months later. New plate 
applied with shortened femoral plate neck. Note head 
rests against neck. 


There is one comment we should like to make 
regarding the relatively long period of hospitaliza- 
tion of the elderly patient. Not infrequently in 
such a patient there will develop a postoperative 
acute psychosis. We find the almost complete and 
universal cure is to remove him immediately to 
his home, among his family, friends and familiar 
surroundings, provided of course his care can be 
adequately conducted there. 

The surgical procedures involving prostheses 
would not be feasible save for the developments in 
chemotherapy and the antibiotics. We now enter 
a field of surgery where we formerly feared to 
tread. 

In every case active supportive treatment of 
the general condition of the patient prior to opera- 
tion is imperative, and particularly in regard to 
preoperative blood transfusions as well as frequent 
small ones postoperatively. 
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Personally, I have used hip prostheses in 
11 cases (figs. 1-8), the first, two years and three 
months ago. All involved complications following 
fractures of the neck of the femur. In 1 case in 
which the plastic prosthesis was used, infection 
followed a near fatal urinary infection, and it was 
removed. In 2 cases the screws in the femoral 
plate of the Jaenichen-Collison metal prosthesis 
broke, due to fatigue of the screws, allowing the 
plate to pull away from the femoral shaft (figs. 5 
and 6). One plate was replaced with good results; 
the other is to be replaced soon. 





Fig. 7.— Mr. B., aged 48. Head removed due to acute 
trauma six months previously. Thrombophlebitis compli- 


cation, 


In closing I wish to state that I believe that 
the experiences of various surgeons throughout the 
country tend to prove that a tremendous advance- 
ment in hip surgery has been made. 

I feel honored to have been associated with Dr. 
Arthur H. Weiland in the presentation of this 
subject. 





Fig. 8.— Application of Judet plastic head. 


Finally, I wish to acknowledge publicly my 
especial gratitude to Dr. John F. Lovejoy of Jack- 
sonville, who, I believe, was the first to perform 
this procedure in Florida some three and one-half 
years ago. His kind assistance to me when I first 
became interested in this subject has been inval- 


uable. 
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Discussion 


Dr. ARTHUR H. WerLanp, Coral Gables: This presen- 
tation is not designed to give any particular end results 
with this procedure. I should like to stress the fact that 
it is a brand new procedure, and we do not know yet 
just what the final decision is going to be. There are 
those who have performed a good many procedures of 
this type over a much longer period of time than we 
have, and I believe that they still believe about the final 
report much as we have told you here. In our group we 
have had 16 cases, the oldest one about a year and nine 
months ago. We have had one fatality, a cardiac death 
after the prosthesis was put in and no fault of the opera- 
tion or of the prosthesis. We have used the Collison de- 
vice exclusively. 

I was interested several months ago in looking at a 
presentation of Dr. Paul Steel of Pittsburgh, who pre- 
sented 26 cases of prosthesis, not with the same type of 
head that we are using, and he repeatedly stated as he 
presented the slides that it looked as though in many of 
his cases there was an anterior subluxation. I believe that 
when we use this procedure, if we make an effort to put 
the metal shaft just a bit posterior to center of the 
anatomic neck, we will avoid entirely the tendency to an 
anterior luxation. As a matter of fact, in most of the 
cases, if we put the shaft in accurately just posterior to 
center of the neck, we do not even have to keep the hip 
over in internal rotation. The advantage here, as Dr. 
Cole pointed out, is that the patient can get up and start 
walking in three weeks’ time. 

All of these slides look much alike. I am presenting 
one case here simply to illustrate a point. The patient, 
aged 15, was accidentally shot in the hip at close range 
with a shotgun in 1945. You will notice in this first 
slide all of the shot still imbedded in the soft tissues about 
the hip. When I first operated on him late in 1945, some 
time after the injury took place, I found fragments of 
clothing, the wad of the shell and numerous pieces of 
debris within the wound. It was suppurating freely. 
There were deposits of shot in various areas about the 
hip, and I cleaned out as much as I could. Subsequently, 
I went in again and removed fragments of dead bone, 
further debris and as many of the shot as I could find. 
The wound eventually closed and remained closed for 
about two years and three months. 

The patient was a rather vigorous young chap. His 
father and the boy himself were extremely desirous of 
establishing motion in the hip. You will notice that in 
this roentgenogram the hip is firmly ankylosed. He had a 
painless weight-bearing extremity, but he had a stiff hip, 
which incapacitated him a good deal. They desired to 
have some procedure attempted which would re-establish 
motion in the hip. I told them about the prosthetic 
device and warned them at the time that we might run 
into difficulty if we attempted any type of operative pro- 
cedure on the hip regardless of the fact that there had 
been no drainage for about two years and three months. 

Five months ago I performed the prosthetic operation, 
and here is the postoperative roentgenogram. Ten days 
following the operative procedure without much rise in 
temperature, less than 1 degree, there was established a 
draining sinus over the anterolateral aspect of the hip, 
which drained a considerable amount of purulent material. 
Antibiotics were administered, and over the ensuing 30 
days the drainage subsided and the wound closed. It again 
opened about two weeks later and drained for approxi- 
mately two weeks. Since then it has remained closed, 


but as we have attempted to rehabilitate the patient, when 
he bears much weight on the extremity, or if the physical 
therapy department attempts a great deal of motion, there 
develops an inflamed area over the region of the previ- 
ous sinus. Although it is not broken down, we are ex- 
ceedingly fearful that it will break down and we may 
have to go in and remove the prosthetic device entirely. 

















"Le » f 
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He has a fair range of motion, but as I say, his activities 
have had to be limited because of the fear of breaking 
down of the wound. I simply present this slide in this 
particular case to illustrate that it is perhaps not too 
good judgment to attempt to put in a device of this kind 
in an area where there are foreign bodies and where there 
has been previous infection. 

As far as the cases on which this procedure might be 
employed are concerned, I believe that I would have no 
hesitancy in performing a primary operation of this type. 
on a vertical fracture of the femoral neck or on capital 
fractures and subcapital fractures. I believe it is a time 
saver, and it does not necessitate the long period of bed 
rest that the other operative procedures do. 


Dr. Joun F. Lovejoy, Jacksonville: I have enjoyed 
this discussion because I have been interested in this sub- 
ject for some time. We in medicine are a privileged group 
of people. We have quite a stewardship for human be- 
ings. That stewardship has been given to us by a grateful 
public because it has been a well handled stewardship for 
the most part. Now we in orthopedics have a little fur- 
ther responsibility in that most of our practice is con- 
structive or reconstructive, and differs a bit from the 
general surgery which “cuts out” and throws away. 

Prostheses are not new. Man has been using some- 
thing in a prosthetic way ever since he first injured him- 
self, such as an artificial leg to get him about. History 
also shows that back in the time of Napoleon’s Josephine 
“falsies” were used, and I think you will find that they 
too are here to stay. Internal prostheses are not quite so 
old. They have been used a little longer than we have 
used them in orthopedics perhaps by the brain surgeons 
who have used plates in the skull, and for the cosmetic 
effect by the urologist with the removal of a testicle and 
replacement, and probably for many other purposes. 

The problem of prostheses of a hip, however, which 
we are primarily discussing today, goes back to about 
the time of the first metal plates. When the Sherman 
plates were put in, thinking got started along that line, 
and the first ones I actually know of were used by Dr. 
Bohlman in Baltimore somewhere around 1927. There 
are many different types unfortunately, too many on the 
market. They are a lot of gadgets. The prosthetic pro- 
gram has been launched, wisely or unwisely, time alone 
will tell. 

I started with Mr. Collison in this work back in 1947, 
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and I wish I had time to pay tribute to the man that he 
deserves. He was an engineer and not a physician, and 
working technically with physicians was a hard problem 
because I do not know of any more hard-headed group 
than we are. Nevertheless, he was able to go through 
with it, learn a little physiology and leave some of his 
imprint of mechanics on some of us who had the privilege 
of working with him. Suffice it to say that his death 
was untimely and his loss was great. 

I have had 14 cases in which I have used the Jaeni- 
chen-Collison device and about 6 in which I have used 
the Judet hip. My results are not all good. In my oldest 
case the patient was a girl 16 years of age when the device 
was put in and she is now on her sixth year. She has 
been married and has a baby since, and walks well with 
a cane. I have had 2 cases in which the wound drained 
and eventually healed. In 4, the screws have broken, and 
we have replaced them. I have put the “collars” in each 
time after replacement. I do not believe that removal of 
the cartilage of the acetabulum is a pain-producing pro- 
cedure, and I think it should be done as the cartilage 
atrophies anyway and has to be absorbed. The principle 
of the Collison type of hip or the Jaenichen-Collison type 
of hip with its metal shaft holding the neck in line I 
think is a sound principle and gives it an advantage over 
the other prostheses that are on the market today. The 
principle of attaching it to the shaft where there is an 
inert metal against a living material is still the biggest 
problem. I agree with Dr. Weiland that when we can 
make that attachment adequate, we should employ the 
procedure as primary surgery in those in whom we know 
we will have to do it later anyway. 

I am not so pleased with my Judet hips. I am con- 
vinced that the metal hips are a much more comfortable 
type of prosthesis than the plastic, and my experience has 
been with the acrylic and the nylon. I have 2 that are 
beginning to present a varus deformity in cutting out by 
the weight of the body against it. In my opinion, the 
principle of some other fixation besides the Judet type is 
of much greater value. I think that up to the present 
time this Collison shank with the neck fitting into it has 
a value. Whether it is the complete answer or not, I do 
not know. I think that the prostheses are here to stay 
and be developed. Only flagrant misuse would prevent 
their permanent use and development. I hope that we do 
not forget our stewardship and misuse something that has 
such value. 


The Headache Problem and the Otolaryngologist 


Mozart A. LiscHkorr, M.D. 
PENSACOLA 


Headache is prebably the commonest com- 
plaint to which the body is subject, next to con- 
stipation, and its universal occurrence has led 
many to attach little significance to it, especially 
when mild and transitory and occurring infre- 
quently. Like any recurring symptom, however, 
it may be a warning, not to be overlooked. It may 
result from a wide variety of causes. Though sel- 
dom a matter of life and death, severe headache 
may be an emergency from the patient’s point of 
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view, and because he may demand or require im- 
mediate relief, a differential diagnosis may have 
to be postponed. 

It is estimated that 50 per cent of all patients, 
encountered in general practice, suffer from head- 
aches; yet headaches associated with sinusitis are 
relatively infrequent and have been estimated at 
5 per cent by McDonald. Shea stated that 3 
per cent are of sinus origin; yet headache is the 
commonest symptom for which a patient con- 
sults an otolaryngologist. 

The headache of chronic sinusitis is the result 





of either toxemia or a change of the intrasinus 
pressure. The trontal headache of a trontal sin- 
usitis is of the vacuum type, occurring one or two 
hours after one arises, and 1s limited to the distri- 
bution of the tritacial nerve. It may be relieved 
if the frontal sinus is drained or better ventilated. 

McLaurin directed attention to the condition 
of the nasal cavities, paranasal sinuses and ad- 
jacent nerve structures as factors in otorhinologic 
headaches. He stated that the absence of pain 
proves nothing, but its presence, not the degree of 
pain, is important. He added that in sinus dis- 
ease, faulty ventilation of the sinuses and intra- 
nasal pressure account for the greater number of 
headaches. Regardless of whether a vacuum is 
formed in a closed paranasal sinus, headache is 
likely to occur when the natural ostium is oc- 


cluded. 


Etiologic Classification 

Headaches may be classified as being due to 
anatomic anomalies or to an inflammatory condi- 
tion of the mucous membranes of the nose. The 
latter may be caused by catarrhal or purulent dis- 
eases of the paranasal sinuses, 

Anatomic anomalies causing head pains may 
be any of the following: (1) a thickened or de- 
flected septum, high up, impinging on the middle 
turbinate, especially when the latter is cystic; (2) 
impaction of the middle turbinate against the 
lateral nasal wall, thus interfering with the proper 
drainage of the ethmoid labyrinth on that side; or 
(3) a bulging ethmoid cell or a bulla ethmoidalis. 
Whether disease of the maxillary sinus causes 
headaches or not is still a matter of doubt. Often 
a patient is examined whose maxillary antrum is 
full of pus, but he does not complain of headache. 
Toxic headache may, however, be caused by ab- 
sorption of enclosed pus from the antrum. Nasal 
obstruction apart from infection may be the cause 
of persistent frontal headache. 

Any of these anomalies, singly or in combina- 
tion, may interfere with adequate drainage and 
ventilation of the frontal sinus by pressure on a 
narrow nasofrontal duct. Air in the frontal sinuses 
is absorbed with a resulting vacuum headache. 
These irregularities are precipitated and aggravat- 
ed by any inflammatory process in the nasal space. 
As time passes, hyperemia of the lining of the 
frontal sinus results, with all the concomitant 
symptoms of either an acute or a chronic purulent 
frontal sinusitis. The possibility of a vacuum 
headache must be borne in mind. negative radio- 
graphic evidence notwithstanding. 
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No classification of headaches or head pains is 
universally accepted, although various ones fairly 
parallel one another, Boies classified three main 
groups: those which are part of the picture of 
systemic or general disorders, those which are 
more or less independent of any local disease or 
general condition, and those which are the result 
of disorders within the head. 

Proetz classified headaches as: Class A, those 
of definite demonstrable origin — regardless of the 
origin; Class B, those of semidemonstrable, or 
questionable, origin; and Class C, those of un- 
demonstrable origin — the perplexing type. 

There are many remote conditions provoking 
head pains, but the local mechanisms which pro- 
duce them are (1) irritation of a sensory nerve or 
nerves; (2) vasodilatation from histamine pro- 
duced by local tissue damage in response to phy- 
sical or emotional stimuli; and (3) a change in 
cerebral blood volume, resulting in a stretching of 
pain-sensitive nervous structure along the blood 
vessels. 

It should be remembered that a neuritis of 
the nasal nerve may exist coincidentally with oth- 
er neuritides, and this head pain might be difficult 
to differentiate. 

Ocular headaches result most frequently from 
uncorrected errors of refraction, but chronic glau- 
coma is a commonly overlooked etiologic factor. 
The eyes should never be overlooked in an investi- 
gation of headaches. 

Many headaches are set off by a trigger mech- 
anism such as a refractive error, sinus disease, in- 
fected or carious teeth. Fatigue and exhaustion 
also can cause a headache. 


Migraine 

Allergy is an important factor in migraine 
headache. It is one of the commonest periodic 
headaches, occurs in the first or second decade of 
life and is unilateral in character. It has been 
estimated that twelve million Americans have mi- 
graine and two to eight million in the United 
States are incapacitated temporarily by these 
headaches. About 50 per cent of the children of 
parents with migraine are subject to this type of 
headache. 

The attacks are precipitated by worry, excite- 
ment or fatigue, are commonly associated with the 
menstrual cycle, but are unlike the gynecologic 
vascular headache occurring during menstruation. 
which is a reflex from a pelvic disorder. It is a 
prevalent headache, affecting about 8 per cent of 
all patients. Its characteristic vascular throbbing. 
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with a variable period of relief between attacks, 
differentiates it from the closely similar histamine 
cephalalgia. 

Migraine starts with an aura in 10 per cent of 
cases, is unilateral at the onset, but becomes gen- 
eralized and may be associated with irritability, 
depression, nausea and vomiting, constipation or 
diarrhea, and polyuria. The aura may be visual 
in type, as bright flashes, moving scotoma, or 
photophobia; or emotional with euphoria, hyper- 
esthesia, or auditory hallucinations. The aura is 
caused by vasoconstriction of the intracranial 
cerebral arteries. It may last a few hours to sev- 
eral days, and the patient appears extremely ill. 
The migraine attack is caused by vasodilatation of 
the branches of the external carotid arteries. 

Personality features and reactions dominant 
in persons with migraine are feelings of insecurity, 
with tension manifested by inflexibility, conscien- 
tiousness, meticulousness, perfectionism and re- 
sentment, which date back to their early childhood. 
In short, certain persons have a predisposition 
and the psychobiologic equipment which make 
them prone to certain pernicious emotional states. 
The emotional state of the patient affects the 
autonomic nervous system. 

Any vasoconstrictor that can decrease the am- 
plitude of pulsation by 50 per cent relieves the 
headache, provided it is given early. The ineffec- 
tiveness of vasoconstrictors late in the attack is 
due to edema of the vessel wall. 

Lieder believed that hypersensitivity assumes 
a major role in causing migraine and that, in 
prophylaxis, identification and elimination of of- 
fending allergens, usually food, are important. In 
28 of 52 patients with migraine he found definite 
evidence of food allergy. 

The textbook migraine syndrome is character- 
ized and differentiated from other chronic head- 
aches by these special features: periodic, recur- 
ring, but definite attacks, often associated with 
nausea, vomiting, vertigo, visual disturbances, 
chilliness, pallor and tremor. Psychic disturb- 
ances are also common during the migraine attack. 
The attack is usually unilateral in onset, but may 
become generalized, and there is freedom from 
symptoms between attacks. 

Wolff stated that the migraine headache attack 
is but one aspect of a diffuse disturbance in func- 
tion occurring periodically during or immediately 
after a period of stress, and these psychogenic fac- 
tors are as important as the somatic. It is treated 
with ergotamine tartrate, bed rest, dark room, and 
sometimes prolonged warm baths. 
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Ergotamine tartrate (gynergen), a potent vaso- 
constrictor, is the best drug to shorten the attack. 
Relief comes within the hour in 90 per cent of the 
cases. It should not be repeated within seven 
days. In cases without nausea the pills may be 
crushed and given sublingually. 

Dihydroergotamine tartrate (D.H.E. 45) is 
better tolerated, causes less nausea, and produces 
less toxic uterine effect. The dose is 1.0 to 2.0 
mg., the latter being preferable. Cafergone (E.C. 
110), which is a combination of caffeine 100 mg. 
and ergotamine tartrate 1.0 mg., is a better form 
of treatment. This particular combination appar- 
ently acts in synergism and is effective in reducing 
the intensity of nervous responses to stimulating 
experiences. It is believed that caffeine produces 
vasoconstriction of the extracranial and intracra- 
nial vessels. The dose is two tablets at the onset, 
followed by ‘one every thirty minutes two or three 
times, unless no relief occurs.’ 


Histamine Cephalalgia 

It is possible that many patients treated for 
migraine are not suffering from migraine. There 
is a regrettable tendency to label any chronic, re- 
curring headache as migraine, and it may be diffi- 
cult to differentiate it from histamine cephalalgia. 
In the latter there is no heredity factor, and nau- 
sea, vomiting, and scotomas are absent. The at- 
tack lasts a short while, and the pain, which is 
severe, sudden and unilateral, occurs often during 
the middle of the night, awakening the patient, It 
usually recurs many times a day, extending over a 
period of days. 

Horton described histamine cephalalgia as a 
vascular headache similar to migraine and caused 
by dilatation of the external carotid artery. It 
begins in the fourth or fifth decade, often is pre- 
ceded by migraine in earlier years, and is sharp, 
throbbing and acute. One experiences an attack 
after retiring to bed or early in the morning, and 
it lasts a short time, maybe an hour or two. It 
occurs almost daily with periods of relapses. It is 
accompanied by vasomotor symptoms, such as 
heat sensations, sweating, lacrimation, rhinorrhea 
and nasal blocking. It is unilateral, and frequent- 
ly begins in the forehead and temple with the 
occipital region often involved. It is due to low- 
ered tolerance to histamine. Horton recommend- 
ed a specific histamine desensitization procedure 
to relieve this type of headache. Cafegot has 
been employed effectively for symptomatic treat- 
ment. 

Patients do well on desensitization, Actually 
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it is a misnomer, as histamine is not antigenic. 
Histamine therapy may increase the body toler- 
ance to histamine. Patients are given initially 
0.15 cc. of histamine acid phosphate (0.275 mg. 
in 1.0 cc.), with an increase of 0.05 cc. until a 1.0 
cc. dose is reached. The injections are given 
twice a day, until twenty injections have been 
given and a maintenance dose is established. 


Other Headaches 

One of the commonest of all headaches is that 
caused by hypertonicity of the muscles of the 
neck. Forty per cent of early morning occipital 
headaches are thought to be caused by spinal 
arthritis. Psychoneurosis, however, is probably 
the commonest cause of occipital, suboccipital and 
cervical headaches. Muscle contraction headaches 
associated with anxiety and tension may occur 
coupled with other headaches, such as vascular 
headaches of migraine or those due to infection, 
inflammation, or other forms of noxious stimula- 
tion, including neoplastic invasion, Regardless of 
the cause, the clinical picture is similar and out- 
standing, with a feeling of tightness, and pain on 
brushing the hair or putting on a hat. Treatment 
consists of heat, massage, and maybe phenobar- 
bital. The patient’s dissatisfaction, anxiety and 
tension must be approached by psychotherapy. 


Interval treatment must be aimed at removing 
or controlling the personality and emotional con- 
flicts that are so prevalent, especially in most 
patients with migraine. 

Drug therapy is also indicated if it can be 
directed toward dampening the responses of the 
autonomic nervous system. Bellergal, a combi- 
nation of ergotamine tartrate, bellafoline and phe- 
nobarbital, has been used with good results. It 
relieves the psychosomatic symptoms and is a use- 
ful adjunct to psychotherapy. 

Cerebral trauma or postconcussion headaches, 
endocrine disorders, intracranial lesions, blood 
dyscrasias, neuralgias, heredity tendencies and 
many other pain-producing mechanisms are re- 
sponsible for pain felt within the head that may 
be classified as headaches. To arrive at a diagno- 
sis, however, careful history-taking is especially 
important, and a thorough examination is abso- 
lutely necessary. 

Even after a diagnosis has been made, the 
treatment is often of questionable value, and the 
approach to the problem presents considerable dif- 
ficulty unless, and even if, a definite routine is 
outlined. To paraphrase the words and wisdom 
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of Oliver Wendell Holmes, “If I wish to show a 
student the difficulties of medical practice, I 
should give him a headache to treat.” 


Range of Treatment 

When the cause is known, the treatment con- 
sists in an attempt at removal, whether it is a 
sinus infection, eyestrain, or brain tumor. If the 
cause is not immediately apparent, or the diag- 
nosis questionable, the patient may require occu- 
pational or social readjustments or some change 
in the daily living habits. It may mean giving up 
smoking or alcohol, improving the ventilation of 
living and sleeping quarters. Vasomotor rhinitis 
or nasal obstructions should be treated both for 
immediate and long range relief. Cervical myositis 
is treated with counter irritation, neuropsychiatric 
disorders should receive psychotherapy, and the 
dentist should correct the dental pathology. If the 
basal metabolic rate is low and the associated 
symptoms help to comprise a pattern of hypome- 
tabolism, thyroid may be helpful. During the 
climacteric or in the period of artificial meno- 
pause, the estrogens merit a trial. 

Histamine diphosphate is usually effective in 
histamine cephalalgia and certain types of vascular 
headaches, and administration of nicotinic acid 
may produce excellent results. Heat and massage 
are useful and necessary. Salicylates relieve the 
pain of fibrositis, and novocain 1 per cent injected 
in the tender spots may start relaxation of the 
muscles and be effective for some time. The ad- 
dition of hyaluronidase to spread the novocain is 
helpful. 

Sedation with ergotamine tartrate is more than 
palliative with migraine. Two tablets of ergota- 
mine with caffeine at the first sign of attack us- 
ually give relief. If the attack continues, one addi- 
tional tablet every half hour up to six tablets 
should be given. This drug is contraindicated in 
organic heart disease, vascular disease, hyperten- 
sion, renal or hepatic impairment and pregnancy, 
and is not curative. Dihydroergotamine methane 
sulfonate (D.H.E. 45) parenterally is as effective 
and less toxic. 

Treatment by intravenous injections of hista- 
mine in 1 to 250,000 solution at the slow rate of 
25 to 40 drops per minute while one watches for 
signs of flushing, with completion of the injection 
in from one to one and one-half hours, has relieved 
histamine cephalalgia that defied all previous 
treatments. Benadryl, 50 mg., is often helpful to 
terminate the histamine reaction and acts as a 
sedative. 
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Summary 

From the standpoint of the otolaryngologist, 
the broad subject of headache is presented. Inci- 
dence, classification, etiologic considerations, diag- 
nosis and the wide range of treatment are dis- 
cussed. 

Because headache is probably the commonest 
complaint of modern civilization, the diagnosis 
and treatment will continue to be a problem to 
plague the practicing physician in every specialty. 
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Healed Dissecting Thoracic Aneurysm, 
Coexisting with Saccular Thoracic Aneurysm 
And Ruptured Abdominal Aneurysm: 
Report of Case 


H. Mitton Rocers, M.D. 
ST. PETERSBURG 


The case described is reported because of the 
unusual pathologic findings, a healed dissecting 
aneurysm and a nonsyphilitic thoracic aneurysm 
coexisting with an arteriosclerotic abdominal aneu- 
rysm. The diagnoses of saccular thoracic aneu- 
rysm, dissecting thoracic aneurysm and saccular 
abdominal aneurysm which were made clinically 
were confirmed at necropsy. 


Report of Case 


The patient was a white man 64 years of age. He was 
first examined by me on Oct. 21, 1947, when he presented 
himself for routine medical investigation. In July 1947, 
he had experienced an attack of substernal and epigastric 
pain which soon extended to the lower part of the abdo- 
men. He was hospitalized for four weeks, during which 
period a diagnosis of multiple aneurysms of the descend- 
ing aorta, associated with an arteriosclerotic aneurysm of 
the abdominal aorta, was made. There had been no pre- 
existing thoracic pain. The past medical history was 
noncontributory. There had been no medical or surgical 
illnesses of note. The patient had practiced his profession 
of dentistry until his retirement two years before the onset 
of the present illness. No knowledge of previous hyper- 
tension had existed. 

The physical examination revealed a well nourished 
white man. The pulse rate was 76 beats per minute. The 
blood pressure was 150 mm. of mercury systolic and 80 


diastolic. The head and neck were normal. The pupils 
were round and equal and reacted normally to light and 
accommodation. The examination of the heart revealed 
that the aortic second sound was of greater intensity 
than the pulmonic second sound. There was an aortic 
systolic murmur, grade 2. No diastolic murmurs were 
heard. A large pulsating mass in the midabdomen was 
considered to be an aortic aneurysm, Pulsations in the 
arteries of the lower extremities were normal. 

The following laboratory examinations were made: 
A blood cell count showed 3,760,000 erythrocytes per 
cubic millimeter, and the blood hemoglobin determination 
was 73 per cent, or 10.5 Gm. per hundred cubic centi- 
meter of whole blood. The leukocytes numbered 7,300 
per cubic millimeter of blood. Urinalysis gave normal re- 
sults. The Kahn flocculation reaction for syphilis was 
negative. An electrocardiogram revealed sinus rhythm 
with 70 beats per minute. The P-R interval measured 
0.16 second. Left axis deviation was present. The T 
waves were upright in leads I, II and CF4. Roentgeno- 
scopic examination of the thorax gave evidence of expan- 
sile pulsations of the midportion of the descending aorta 
with aneurysmal dilatation. In addition, aneurysmal di- 
latation of the lower part of the descending thoracic aorta 
was observed, to the right of the shadow created by the 
right border of the heart. 

Roentgenographic examination of the thorax (fig. 1) 
showed the lung fields to be clear. There was accentuation 
of the aortic knob. The descending thoracic aorta was 
characterized by an S-shaped tortuosity. Aneurysmal di- 
latation of the midportion of the descending aorta ex- 
tending to the left and aneurysmal dilatation of the lower 
third of the descending thoracic aorta extending to the 
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right were present. Roentgenographic examination of the 
abdomen (fig. 2a) demonstrated a faint outline of lami- 
nated calcium plaques within the walls of the distended 
abdominal aorta. This calcified area extended from the 
first to the fifth lumbar vertebra. On lateral examina- 
tion (fig. 2b) of the abdomen the aneurysmal dilatation 
of the aorta was more noticeable and measured 7.0 cm. 
in width. 


Fig. 1.— Roentgenogram of the thorax, Oct. 21, 1947. 
Aneurysms of the descending aorta, 


The patient was under observation from October 1947 
to July 1950. During this period there were no symptoms 
referable to the cardiovascular system. The results of phy- 
sical examinations remained unchanged. In October 1948, 
Bell’s palsy involving the left side of the face developed. 
Convalescence following this was uneventful. 

The patient was last seen alive on July 1, 1950. For 
one month previously there had been some backache in 
the lower lumbar region, but this symptom had recently 
subsided. On the evening of July 11, sudden severe pain 
in the lower part of the abdomen developed. Death oc- 
curred five minutes later, before the patient could be at- 
tended by a physician. 

At necropsy the pertinent findings were confined to 
the cardiovascular system. The heart weighed 350 Gm. 
The valves were normal. The coronary arteries gave evi- 
dence of arteriosclerosis, grade 3. The myocardium showed 
hypertrophy, the left ventricle measuring 23 mm. in 
thickness. There were focal areas of scarring, but no 
evidence of gross myocardial infarction was present. 

There were three separate aneurysms of the aorta (fig. 
3). Distal to the innominate artery the wall of the aorta 
showed aneurysmal dilatation with the superior portion 
protruding to the left of the vertebral column and the 
inferior portion of the aneurysm protruding to the right 
of the vertebral column. At this level the middle third 
of the esophagus was displaced laterally to the left. 

The peritoneal cavity contained an estimated 1,500 cc. 
of free blood and recent blood clots. In the abdomen 
the aorta was covered with organized blood clots. There 
was a saccular aneurysm (fig. 4), measuring 11 cm. in 
length, extending from its point of origin 1 cm. below 
the orifice of the renal arteries to its termination at the 
bifurcation of the abdominal aorta. The aneurysm meas- 





ured 7 cm. in its greater diameter. There was a longi- 
tudinal tear, which measured 2 cm. in length, on the 
anterior aspect of the abdominal aneurysm. Blood from 
the ruptured aneurysm had dissected into the retroperi- 
toneal space and into the mesentery. 

When the thoracic aorta was opened, the saccular 
aneurysm was found to originate at the junction of the 
descending aorta and the aortic arch (fig. 5a). The mar- 
gins of this aneurysm were retracted. In the descending 
aorta there were three openings communicating with an 
intramural channel, which originated 5 cm. below the 
termination of the arch of the aorta (fig. 5b). The intra- 
mural channel was formed by two separate septums, one 
originating 5 cm. below the junction of the arch of the 
aorta with the descending aorta. This intramural channel 
and septum extended downward for a distance of 5.5 cm. 
to where the channel opened into the main lumen of the 
aorta. A second intramural channel began 1 cm. below 
the termination of the first channel. The septum forming 
the second intramural channel extended downward for a 
distance of 3 cm. The aortic surfaces of the septums, the 
intramural channel and the aortic lumen were covered by 
atheromatous plaques. The lesions described in the thoracic 
aorta were presumably the result of a healed dissecting 
aneurysm. The thoracic saccular aneurysm presumably 
was the result of the dissecting aneurysm, representing a 
portion of the aortic wall which had become interrupted 
with the edges retracted. That part of the aorta which 
had not ruptured became weak, and dilated to aneurys- 
mal proportions. No evidence of syphilitic aortitis was 
present. 

Extensive atheromatosis, ulceration and calcification of 
the entire abdominal aorta were present. The saccular 
abdominal aorta was presumably the result of arterio- 
sclerosis. 

Histologic examination of the thoracic aorta at the 
site of the saccular aneurysm revealed thinning of the 
wall of the media with absence of endothelial lining, pre- 
sumably the result of the previous dissection below. 

The histologic sections through the aortic wall and 
septums at the site of the dissecting aneurysm revealed a 
longitudinal splitting of the media. The septums forming 
the intramural channel were composed of poorly preserved 
media, and atheroma was present on both surfaces. On 
the aorta below the dissecting aneurysm were atheroma- 
tous plaques, calcific deposits and medionecrosis. There 
was adventitial thickening with diffuse and focal infiltra- 
tion of lymphocytes. No perivascular lymphocytic infil- 
tration was observed. 

At the site of rupture of the abdominal aneurysm there 
were complete necrosis of the aortic wall, lymphocytic 
infiltration and extravasation of blood into the adventitia. 
Elastic tissue stains showed fragmentation and splitting 
of elastic fibers in all portions of the wall. 

The anatomic diagnosis was ruptured arteriosclerotic 
aneurysm of the abdominal aorta, healed dissecting aneu- 
rysm of the thoracic aorta and pseudosaccular aneurysm 
of the aortic arch secondary to dissecting thoracic 
aneurysm. 


Comment 

The clinical manifestations of dissecting aneu- 
rysm and of arteriosclerotic abdominal aneurysm 
are well known. This case is reported because 
of unusual pathologic features consisting of three 
separate nonsyphilitic aneurysms coexisting in one 
patient. Clinical findings indicated and necropsy 
confirmed a saccular thoracic aortic aneurysm, a 
healed dissecting thoracic aneurysm and a saccular 
arteriosclerotic abdominal aneurysm. Death was 
the result of rupture of the abdominal aneurysm. 

The occurrence of three separate nonsyphilitic 
aneurysms in one patient is noteworthy. Weiss! 
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recorded a syphilitic aneurysm of the thorax co- 
existing with a dissecting aneurysm. He empha- 
sized that this association is not commonly en- 
countered because syphilis of the aorta retards 
dissection of the aorta. Other cases of multiple 
aneurysms have been recorded infrequently. 
Kampmeier and White? reported coincident dis- 
secting aneurysm of the thoracic aorta and rup- 
tured saccular aneurysm of the abdominal aorta. 
Bauersfeld? recorded 1 case of syphilitic saccular 
aneurysm coexisting with a dissecting aneurysm. 
Butler? observed 1 case with a healed dissecting 
aneurysm and a subsequent acute aneurysm. Gray- 
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dissecting lesions, are not common. They were 
first described by Korns,® and by Mills and 
Horton’ in a clinical analysis of thoracic aneu- 
rysms observed at the Mayo Clinic, who stated 
that in their series 85 per cent were syphilitic 
and 15 per cent were probably nonsyphilitic or 
arteriosclerotic in origin. Ruffin, Castleman and 
White® in 1941 recorded 2 cases of nonsyphilitic 
thoracic aneurysm; in 1 of these cases there was a 
saccular aneurysm, and in the other case dilatation 
was superimposed on senile ectasia of the thoracic 
aorta. In a review of 66 cases of thoracic aneu- 
rysm observed at necropsy at the Massachusetts 





Fig. 2—Roentgenograms of the abdomen, Oct. 21, 


b. Lateral view. 


view. 


biel and Sprague® in 1941 reported a case of 
dissecting aortic aneurysm coexisting with a sac- 
cular thoracic aneurysm of nonsyphilitic origin. 
In the case reported here, the abdominal aneu- 
rysm was presumably the result of arteriosclero- 
sis, while the dissecting aneurysm was probably 
the result of medionecrosis. The saccular thoracic 
aneurysm of nonsyphilitic origin was presumably 
due to a side effect of the dissecting thoracic 
aneurysm. 

Nonsyphilitic thoracic aneurysms, excluding 


1947. 


Anteroposterior 


Calcified abdominal aneurysm. a. 


General Hospital, these authors noted that syphilis 
was the etiologic factor in 60 cases. In 3 of the 
remaining 6 cases nonsyphilitic saccular thoracic 
aneurysm was present, and in 3 diffuse dilatation 
classified as senile ectasia. In the case reported by 
Graybiel and Sprague® there was a_ saccular 
thoracic aneurysm of nonsyphilitic origin, presum- 
ably the result of a coexisting healed dissecting 
aneurysm. 

Healed dissecting aneurysms of the aorta are 
being reported with increasing frequency. 
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Bostrom? emphasized the possibility of healing in 
dissecting aortic aneurysms. Crowell!® stated 
that 20 per cent of patients with acute dissect- 
ing aneurysms have a chance to survive the 





Fig. 3.— Thoracic and abdominal aorta, showing sac- 
cular thoracic aneurysm, healed dissecting aneurysm and 
ruptured abdominal aneurysm. 


initial episode. In Shennan’s analysis of data on 
300 dissecting aneurysms, there were 79 old 
healed dissecting aneurysms.'! Weiss, Kinney 
and Maher! estimated that in 1 case in 10, dis- 
aneurysms would heal spontaneously. 


reclassified healed dissecting aneu- 


secting 
Flaxman!3 
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rysms into two groups: old silent dissections, and 
old dissection showing recent active dissection, as 
in 4 of his cases. Levinson, Edmeades and Grif- 
fith,'4 in their series of 58 cases in which necropsy 
was performed, observed that healed dissections 
comprised 25.9 per cent of the total. Baer and 
Goldburgh!® observed 2 cases of healed dissecting 
aneurysm in their series of 44 cases. 

Gouley and Anderson!® again directed atten- 
tion to the ability of a chronic dissecting thoracic 
aneurysm to simulate aortic insufficiency of 
syphilitic origin. In the case reported here, the 
original episode of thoracic and upper abdominal 
pain was presumably on the basis of dissection of 
the aorta, which healed and then enabled the pa- 
tient to survive for three years. No additional 
symptoms were present during this period that 
were referable to the multiple aneurysms. A dias- 
tolic murmur was not heard; the dissection did 
not occur in proximity to the aortic valve. In ac- 
cordance with the hypothesis of Gouley and An- 
derson!® for the mechanism of aortic murmurs 
associated with chronic dissecting aneurysms, the 
distance of the dissection from the aortic valve in 
this case explains the absence of aortic murmurs. 





Fig. 4,— Arteriosclerotic abdominal aneurysm with site 
rupture proximal to the iliac arteries. 
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Death occurred not as a result of cardiac failure, 
as is commonly observed in cases of chronic dis- 
secting aneurysm, but as the result of rupture of 
a coexisting abdominal aneurysm. 
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Summary 
A case is presented in which there was coexist- 
ence of three separate nonsyphilitic aortic aneu- 
rysms: a ruptured saccular abdominal aneurysm, 





Fig. 5.—a. Thoracic aorta with saccular aneurysm and healed dissecting aneurysm. b. Healed dissecting aneurysm. 


Abdominal aneurysms are being recognized 
clinically with increasing frequency. Arteriosclero- 
sis is the major contributing cause in aneurysms 
that involve the abdominal aorta. In the series of 
Ruffin, Castleman and White® there were 20 an- 
eurysms of the abdominal aorta. Of this number 
all but 3 were due to arteriosclerosis. Pratt- 
Thomas!* was not in accord with the commonly 
advanced etiologic hypothesis of abdominal aneu- 
rysms, since he observed syphilis to be the etio- 
logic factor in 15 of 17 aneurysms of the abdomi- 
nal aorta. Epstein’® reported on 9 cases of 
abdominal aneurysm; in 2 cases vascular syphilis 
contributed to the etiology. 


a saccular thoracic aneurysm and a healed dissect- 
ing thoracic aneurysm. Death occurred as a result 
of recent rupture of the abdominal aneurysm. 
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Box 632. 


Diabetic Neuropathy 


SIDNEY Davipson, M.D. 


LAKE 


The occurrence of a characteristic neurologic 
disorder associated with diabetes mellitus has been 
known for many years. Calvi! in 1864 and Bou- 
chard? in 1885 recognized the existence of neuro- 
logic lesions which involved the peripheral nerves 
and which were associated with diabetes mellitus. 
In 1885, Althus,* in his description of the clinical 
picture of this disease, noted its great similarity 
to tabes dorsalis. Two years later, Pryce* re- 
ported 3 cases of diabetic neuropathy which he 
labeled as pseudotabes. He was able to correlate 
the clinical picture with specific pathologic altera- 
tions. 

The existence of diabetic neuropathy, there- 
fore, has been recognized and fully described for 
more than 50 years. Nevertheless, despite the 
enormous advances in knowledge concerning the 
fundamental problems involved in diabetes itself, 
the mechanisms responsible for the production of 
diabetic neuropathy have not been clarified and 
its etiology is still a subject of considerable dis- 
agreement. This confusion is due in great part to 
disorders which so often and so characteristically 
complicate diabetes. The most common and most 
important of these is peripheral vascular disease. 
Peripheral arterial disease may of its own accord 
initiate neuritic symptoms, or it may augment and 
complicate a neuritis of a different etiology. An- 
other confusing complication may be the poor 
nutrition and vitamin deficiency observed in cases 
in which the diabetes is poorly controlled. These 
complications have made the evaluation of the 
etiologic factors in diabetic neuropathy difficult. 


WORTH 


Etiology 


The arteriosclerosis of diabetes, with the re- 
sultant impaired blood supply to the extremities 
and to the nervous system, has been frequently 
regarded as the important etiologic agent in the 
production of diabetic neuropathy. Woltman and 
Wilder,® Dolger® and others have thought that dia- 
betic neuropathy is primarily a result of a vascular 
lesion. Dolger® suggested that diabetic neu- 
ropathy represents a sensitive indicator of vascular 
damage, and postulated that minute vascular le- 
sions in significant areas are responsible for the 
protean symptoms. Involvement of the nutrient 
vessels and of the vasa vasorum may occur in 
both the central and peripheral portions of the 
nervous system and may, therefore, result in a 
varied and confusing symptomatology. Since the 
lesions are fundamentally vascular, this author 
believed that the lesion is to be considered irre- 
versible and did not expect improvement with the 
use of vitamin preparations or with more rigid 
control of the diabetes. Rundles? and Joslin and 
others® did not agree and suggested that the clin- 
ical facts cannot be reconciled to this viewpoint. 
They noted that the acute onset, the involvement 
of visceral neurons, and the definite clinical recov- 
eries are not in accord with such a view. In a 
complete review, Rundles’ stated that, although 
certain changes are common to both vascular dis- 
ease and diabetic neuropathy, there is little evi- 
dence to support the contention that vascular fac- 
tors are important in the etiology of diabetic neu- 
ropathy. 
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It has been suggested by many competent ob- 
servers that a vitamin deficiency is the etiologic 
agent in the development of diabetic neuropathy. 
It has been held by some®-! that diabetic diets 
in general are deficient in vitamin B content. 
Other careful studies,8-11-1= however, have dem- 
onstrated that the modern diabetic diet is more 
than adequate in vitamin B complex content. 
Other mechanisms for the production of such a 
deficiency have been advanced. It has been sug- 
gested that defective absorption, loss of water- 
soluble vitamins in polyuria, or increased metabol- 
ic need might result in a relative deficiency. The 
presence of such a relative or conditioned defi- 
ciency has not been confirmed by balance studies 
or animal experimentation.!! Clinically, a high 
incidence of vitamin B deficiency has been re- 
ported by some,!* while others have found little 
evidence of such a deficiency in their patients. 

Studies by Rundles,’ Joslin and his associates® 
and others!* on the detailed diabetic background 
of patients with diabetic neuropathy agree that 
most of these patients have histories characterized 
by neglect, poor treatment and prolonged per- 
sistent hyperglycemia. A history of ketosis is not 
always present. It is this lack of diabetic control 
which is in some way the most probable etiologic 
agent in diabetic neuropathy. Although the dia- 
betic control is poor, there is no correlation be- 
tween the severity of the diabetes or any of the 
acute complications such as coma or acidosis and 
the incidence of diabetic neuropathy. Those inci- 
dents which may aggravate the diabetes, however, 
such as infections and lapses in therapy, may 
cause aggravation of the neuritic symptoms which 
will parallel the course of the diabetes. In general, 
the more severe and the more prolonged the neg- 
lect of the diabetes, the more intense is the neu- 
ropathy. 

Anatomically, almost any part of the nervous 
system may be involved, although clinically the 
most commonly recognized lesions are those of the 
peripheral nerves. Phe nervous system unit most 
commonly involved is the poorly myelinated small 
caliber neuron.1> This type of neuron is respon- 
sible for the mediation of pain and thermal sen- 
sibility. It also mediates autonomic functions. 
Rundles!5 compared this lesion with the one in 
pernicious anemia; in the latter case, the large 
heavily myelinated neurons which conduct mo- 
tion, position sense and vibratory sensibility are 
the first affected. Pain is rarely a significant com- 
plaint in pernicious anemia, while it is extremely 
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common in diabetic neuropathy. In pernicious 
anemia, exaggeration of the tendon reflexes, clonus 
and spasticity resulting from a lesion in the pos- 
terior and lateral columns are common, but no 
such lesion is found in diabetic neuropathy. The 
cerebral symptoms, which often are so refractory 
to treatment in pernicious anemia long after the 
hemogram has returned to normal, are not present 
in diabetic neuropathy. Cerebral symptoms occur 
infrequently in diabetes, but when present are 
usually a result of a vascular lesion rather than a 
result of a primary lesion of the central nervous 
system. 


The nature of the biochemical lesion respon- 
sible for the neuropathy is unknown. It is recog- 
nized that it occurs almost always with uncon- 
trolled diabetes, and is therefore associated with 
an insulin deficiency. It is not known in what 
manner this deficiency leads to the neuropathy. 
In the neuritis of thiamine deficiency, it is known 
that the metabolism of carbohydrates cannot go 
beyond the pyruvic acid stage because of the lack 
of an enzyme of which thiamine is an important 
constituent. Not so much is known about insulin 
deficiency, but it is known that in such a defi- 
ciency, the metabolism of carbohydrates is stopped 
at the 6-carbon stage, probably at the stage of 
phosphorylation of glucose. It is not known ex- 
actly what role insulin plays in this phosphoryla- 
tion, nor indeed why such a defect should result 
in a neuritis. It is possible that the lesion may 
lie in a defect in fat metabolism. Under ordinary 
circumstances, fat is broken down in the liver to 
ketone bodies, which are then utilized at the periph- 
ery. When the diabetic patient cannot utilize 
his carbohydrate intake owing to a deficiency of 
insulin, the catabolism of fat is increased. When 
this catabolism exceeds 150 Gm. a day, ketonuria 
appears and diabetic acidosis results.1® Although 
the metabolism of the nervous system primarily 
utilizes carbohydrates, the large lipid content of 
nervous tissue makes it probable that excessive 


fat metabolism may affect the structure of the . 


nervous tissue. It is important to remember in 
this connection that the vascular lesion in diabetes 
is often atherosclerotic, although this is not always 
the case. It may be, therefore, that the altera- 
tion in fat metabolism is not merely the overpro- 
duction of ketone bodies in an acceleration of a 
normal process, but that other unknown altera- 
tions in fat metabolism may be the key to the 
production of diabetic neuropathy, as well as to 
other diabetic complications. 
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Symptoms 


The symptomatology may be most varied. 
Muscular cramps, aching, and weakness of the legs 
are frequent early symptoms. Numbness, tin- 
gling, and paresthesias are common complaints. 
Also, there is a feeling of aching and burning, and 
a sensation of “cold.” A characteristic complaint 
is that of severe deep shooting pains. These pains 
are common, and they frequently so overshadow 
the classical symptoms of uncontrolled diabetes 
that it is this complaint which leads the patient 
to the physician and thence to the discovery of 
the diabetes. The lower extremities are involved 
more often and more severely than are the upper. 
Occasionally, the pudendal, femoral or intercostal 
nerves may be involved. 


The most common and constant sign is that of 
diminished or absent tendon reflexes in the lower 
extremities. The next most common signs are 
hyperesthesia or dysesthesia of the involved ex- 
tremity; loss of hot and cold sensibility is most 
common. Pronounced muscle tenderness may be 
elicited. There is usually diminished vibratory 
sense, but position sense is not commonly affected. 
There is no evidence of involvement of the lateral 
or posteriod columns. 


Complaints referable to other systems besides 
the peripheral nervous system are common. Un- 
usual and sometimes serious gastrointestinal symp- 
toms may develop as a result of diabetic neu- 
ropathy. Studies by Hodges, Rundle and Hane- 
lin!7 revealed that symptoms referable to the low- 
er portion of the gastrointestinal tract appear 
first. The most common symptom is a severe in- 
tractable constipation. Chronic diarrhea may ap- 
pear and may alternate with the constipation. The 
diarrhea is sometimes nocturnal, and may be se- 
vere. 


Symptoms of disturbances of the upper part 
of the gastrointestinal tract are usually associated 
with other evidences of severe diabetic neuropa- 
thy. These are commonly cramps in the upper 
abdominal region and postprandial distention. De- 
spite the severity of the symptoms, the roentgen 
findings are remarkably meager.17 Some evi- 
dence of disturbed function, such as puddling, de- 
lay, and dilatation of the loops of the small bowel 
can be seen, but in general the findings cannot be 
correlated with the clinical symptoms. The basis 
of these symptoms is undoubtedly involvement of 
the autonomic nervous system, and although the 
clinical disturbances of this disorder are severe 
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and generally intractable, they do respond to ther- 
apy. 

Genitourinary disturbances are also common. 
Difficulty in urination, acute retention of urine, 
or impotence in the male may be the complaints. 
Cystometric studies have revealed that atony of 
the bladder is the cause of many of these com- 
plaints.7 

Peripheral autonomic nerve lesions as well as 
the visceral ones also occur. Sweating deficiencies 
and loss of vasomotor control are not uncommon. 
Alteration in the nutrition of the skin occurs and 
may lead to ulceration in the extremity. Ortho- 
static hypotension and orthostatic tachycardia 
have been described and may be severe.” 


Treatment 


Although some authors!*-18 have emphasized 
the utilization of the vitamin preparations in the 
treatment of this condition, proof of their efficacy 
is not convincing, since such treatment usually 
coincides with the more vigorous and more con- 
trolled treatment of the diabetes. The only logi- 
cal treatment as yet seems to be control of the 
diabetes. The underlying cause is an insulin de- 
ficiency, and the treatment must be correction of 
that deficiency. This lies in good diabetic man- 
agement, which implies an adequate diet with suf- 
ficient insulin to result in little or no glycosuria, 
with as close as possible to normal fasting blood 
sugars. 

The prognosis is generally good, although it 
may vary depending on the extent of the neuritis, 
its severity and length of duration. The shorter 
the duration, the more readily reversible is the 
lesion; whereas, if it is too prolonged, the lesion 
may become irreversible and may not respond to 
the best of management. 

To illustrate some of the problems outlined, 
the following 6 cases are presented: 


Report of Cases 


Case 1.— Mrs. A. K., a white woman aged 72, was 
first seen on March 1, 1949. She had been a known 
diabetic for 15 years and had not seen a physician for 5 
years. She had no complaints, but came in for a physical 
examination, which revealed some sclerosis of the retinal 
vessels but no other significant abnormalities except on 
neurologic examination. There was no evidence of any 
circulatory deficiency of the lower extremities. The 
pulses were good; the temperature and the color were 
normal. On neurologic examination, no ankle or knee 
jerks could be elicited. There was great diminution in 
perception to pinprick, to light stroking, and to heat and 
cold in a stocking distribution. Vibratory perception was 
somewhat diminished, but position sense was unaltered. 
Urinalysis showed 4 plus sugar, but no acetone. The blood 
sugar was 256 mg. per hundred cubic centimeters. The 
carbohydrate intake was diminished, and the diabetes was 
controlled with insulin. For the next two years the disease 
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was under fair control, the patient taking 25 units of 
protamine zinc insulin daily. She rarely had glycosuria, 
and the fasting blood sugars were usually under 150 mg. 
An examination on May 2, 1951 revealed no great change 
in the neurologic condition; there was still no evidence of 
circulatory insufficiency. 


This case demonstrates diabetic neuropathy 
resulting after prolonged diabetic neglect. It was 
apparently confined to the peripheral nervous sys- 
tem. There was no evidence of a relationship to 
vascular deficiency. Under fairly good diabetic 
control, the lesion appeared to be irreversible. 
There is still a possibility, however, that further 
good control of the diabetes may result in reversal 
of the lesion. 


Case 2.—R. W. J., a white man aged 68, was known 
to have had diabetes for 33 years. He had had a cor- 
onary occlusion in 1947. The diabetes had always been 
severe, for he required, when first seen, 56 units of a 2 to 1 
mixture. He was an intelligent patient, and his records 
showed that the disease had always been under fairly 
good control. In December 1950, at the time of his first 
visit to me, his complaints were referable to the cardio- 
vascular system. There was a moderately severe anginal 
syndrome, and he complained of severe intermittent clau- 
dication, restricting his walking to half a block at a time. 
Examination revealed clinical and _ electrocardiographic 
evidence of moderately severe arteriosclerotic hyperten- 
sive heart disease. There was poor circulation of the 
lower extremities; the color was poor, with blanching on 
elevation and rubor on dependence. The femoral pulses 
were palpable bilaterally, but the popliteal, posterior tibial 
and dorsalis pedis vessels could not be felt. There was 
decided coolness bilaterally below the midleg. Neurologic 
examination revealed diminished deep reflexes bilaterally, 
but no sensory disturbances could be elicited. There was 
some diminution in vibratory sense, but position sense 
was normal. 


This case demonstrates severe vascular dis- 
turbance involving the heart and peripheral ar- 
terial system, so characteristic of long-standing 
diabetes. Despite the length and severity of the 
diabetes, however, and the extent of the vascular 
lesion, the evidence of the neuritis was minimal. 
This was probably a result of comparatively good 
control of the diabetes, although this control could 
not prevent the appearance of the vascular lesions. 


Case 3.— V. W., a white man aged 58, first consulted 
me in May 1951. His chief complaint was that of severe 
intermittent agonizing pain in both lower extremities. The 
pain was localized in the thigh region, had no definite 
distribution, but was most disabling. It was much worse 
at night, and kept him from sleeping. He also complained 
of great weakness of both lower extremities, which pre- 
vented his walking more than one block at a time. There 
was no intermittent claudication. He complained of dizzi- 
ness, which was worse on change in position, especially 
on sitting or standing after lying down. There was a loss 
in weight of about 20 pounds in six months. On being 
questioned, he admitted to some polyuria but no _poly- 
dipsia. He had been told some five years before that he 
had diabetes, but had never made any serious attempt to 
control it, and, when seen, had not taken any insulin or 
observed a diet for at least a year. 

Physical examination revealed 2 plus sclerosis of the 
retinal vessels. The blood pressure was normal, and the 
heart seemed to be normal. The liver was two fingers 
down, smooth and nontender. The color of the extremi- 
ties was fair, with somewhat more than normal blanch- 
ing on elevation and some rubor on dependence. The 
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femoral and popliteal pulse could be felt on both sides, 
but «the posterior tibial and dorsalis pedis arteries 
were not palpable. Neurologic examination revealed loss 
of all deep reflexes in the lower extremities, spotty 
areas of hyperesthesia on the anterior aspect of the 
thigh, and almost complete loss of sensation to pinprick, 
touch, and heat and cold in a stocking distribution, begin- 
ning at the level of the midcalf. Position sense was poor; 
vibratory sense was almost gone. The blood pressure was 
110 systolic and 80 diastolic at rest; on sudden standing, 
it dropped to 90 systolic and 60 diastolic, and the patient 
complained of faintness and dizziness. Urinalysis showed 
a 4 plus sugar, with no acetone; the blood sugar was 256 
mg. 

The patient was given a free diet, and then insulin 
therapy was started. The pain in the thighs rapidly di- 
minished; tolerance for walking became greater and the 
legs stronger; the dizziness vanished. When seen on July 
10, 1951, the disease was under fair control, and he was 
taking 32 units of insulin; the postural hypertension could 
no longer be demonstrated. There were slight but posi- 
tive evidences of deep reflexes, the areas of hyperesthesia 
in the thighs had vanished, and the hypesthesia in the 
legs was diminished but was still present. The signs of 
peripheral arterial insufficiency were unchanged. 


This case demonstrates how the pain of severe 
diabetic neuritis may bring the diabetic patient to 
the physician. Besides the evidence of peripheral 
neuropathy, there was also postural hypotension. 
The decided and rapid response of some of the le- 
sions to therapy, with the persistence of the vascu- 
lar lesions, should be noted. 


Case 4.—H. P., a white man aged 62, had a coronary 
occlusion in 1948, at which time it was discovered that 
he had mild diabetes. In May 1951, he had a cerebral 
thrombosis. The diabetes was mild and was readily 
controlled by means of a free diet and 15 units of prota- 
mine insulin. Physical examination revealed a 3 plus 
sclerosis of the retinal vessels. He was normotensive. The 
peripheral circulation was poor; the color of the legs was 
poor, with decided blanching on elevation and rubor on 
dependency ; pulsations in the dorsalis pedis and posterior 
tibial arteries were absent bilaterally. There was appre- 
ciable temperature change just above the ankle. Neuro- 
logic examination revealed no residue of the cerebral ac- 
cident, except for an aphasia. The deep reflexes in the 
lower extremities were equal and active; there were no 
sensory changes; vibratory sense and position sense were 
normal. 


This case illustrates severe vascular disease in 
a patient with comparatively mild, well controlled 
diabetes. There were, however, no evidences of dia- 
betic neuropathy. 


Case 5.— Mrs. E. M., a white woman aged 43, when 
first examined in January 1951 complained of loss of 
weight, polyuria, polydipsia, and vaginal itching of four 
months’ duration. There was no previous history of dia- 
betes. Physical examination revealed a severe vaginitis. 
There was no evidence of peripheral vascular disease. 
Neurologic examination revealed markedly diminished deep 
reflexes in the lower extremities bilaterally, great hypesthe- 
sia to pinprick, to touch, and to heat and cold. There was 
no alteration in position or vibratory sense. There was a 
4 plus urine sugar, and the blood sugar was 356 mg. The 
disease was controlled readily on a free diet and on insu- 
lin. When the patient was last seen on April 27, 1951, the 
deep reflexes were normal and the sensory abnormalities 
were no longer present. 


This case represents the acute neuritis result- 
ing from uncontrolled diabetes of comparatively 
short duration, which is readily and totally re- 
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versible, probably because of the short duration of 


the disease. 


Case 6.— Mrs. B. J., a white woman aged 66, was 
first examined on April 12, 1951. The chief complaint 
was loss of control of the urine of three days’ duration. 
There were no other complaints; there was no previous 
history of diabetes. Urinalysis showed a 4 plus sugar, with 
no acetone, pus or albumen; the blood sugar was 257 
mg. There was no evidence of vascular disease, but there 
was great diminution in the deep reflexes of the lower 
extremities, and a definite hypesthesia in a stocking dis- 
tribution. No alteration in position or vibratory sense 
could be elicited. The disease was easily controlled on 
diet alone, and by May 18 the fasting blood sugar was 
154 mg. and glycosuria was no longer present. She had 
regained normal control of the bladder, the hypesthesia 
had vanished, and the deep reflexes in the lower extremi- 
ties were normal. 

This case demonstrates both visceral and 
peripheral involvement. It also demonstrates that 
when the lesion is not long-standing, approxima- 
tion of diabetic control will readily result in a re- 
versal of the lesion. It is noteworthy here that the 
neurologic lesion led to the discovery of the dia- 


betes. 
Discussion : 

In reviewing these cases, one is struck by the 
readiness with which more recent lesions resolve 
and the stubbornness of those lesions which have 
lasted for some time. Based on the duration and 
the refractoriness to therapy of the lesions of 
diabetic neuropathy, a distinction in classification 
has been made,’ and it has been suggested that the 
pathologic physiology of the more recent lesions 
differs from that of the longer lasting lesions. 
Rundles? suggested that the term diabetic neu- 
ritis should not be applied to those lesions which 
are cleared up readily by control of the diabetes. 
I, however, see no reason for this distinction. This 
type of neuropathy is a result of uncontrolled 
diabetes. If the uncontrolled phase has existed too 
long, the lesion may become irreversible, as in 
case 1. Hope should never be lost, however, since 
recovery has been known to occur years after ther- 
apy was begun.* It is not known as yet whether 
more rigid control and close approximation to nor- 
mal chemistry will lead to quicker recovery of the 
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Diabetic neuropathy is one of the early com- 
plications that causes pain. For this reason, it 
frequently leads to the discovery of the diabetes. 
In cases 3 and 6, the uncomfortable neuropathy 
led to the discovery of the uncontrolled diabetic 
state. Uncontrolled diabetes often does not cause 
enough discomfort, and may go on for some time 
in the careless or unheeding patient without lead- 
ing to adequate medical attention. Diabetic neu- 
ritis is the one complication that really hurts. 


Summary 


A brief discussion of diabetic neuritis is pre- 
sented, and 6 cases are reported. The relation- 
ship of the extent of the lesion to the severity and 
duration of the uncontrolled phase of the diabetes 
is discussed. The role of pain of diabetic neu- 
ropathy in the discovery of diabetes is mentioned. 
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-The Use of the Antihistamines as Local . 
Anesthetic Agents 


F. JAMES STUBBART, M.D. 
ORLANDO 


The local anesthetic property of the antihis- 
tamines was known as early as 1939.1 Since that 
time,gnumerous papers have been written, both 
experimental and clinical, declaring their advan- 
tages over the more commonly used drugs. Yet 
they have achieved little popularity as anesthetics 
except as antipruritics in various dermatologic dis- 
orders. The antihistamines have been shown to be 
satisfactory agents for nearly all types of conduc- 
tion anesthesia. Not only are they more potent 
and longer acting in many instances, but they al- 
most entirely lack the undesirable side effects of 
the conventional agents. 


Action and Side Effects 
The antihistamines in general have a bitter 
taste and cause a burning sensation when applied 
to the oral and nasal mucous membranes. This 
effect, however, quickly disappears with the onset 
of the anesthesia. Despite this apparently irritat- 
ing quality, 1 per cent solutions have been repeat- 
edly instilled in the eye with no pain, hyperemia or 
pupillary changes. The therapeutic ratio of these 
drugs is high. The MLD 50 (oral) of pyribenza- 
mine is between 210 and 570 mg. per kilogram. 
Yet the quantity estimated to be absorbed in the 
process of anesthetizing for gastroscopy is esti- 
mated to be not over 4 mg. per kilogram.* The 
symptoms of overdosage, namely excitation, con- 
vulsions or depression, suggest that the antihista- 
mines have some toxic features in common with 

pontocaine, cocaine and related drugs. 


Potency 

Dews and Graham® found neoantergen to be 
three times as strong as cocaine, and the anesthesia 
persists longer.6 Landau, Nelson and Gay? com- 
pared the efficacy of 0.05 per cent solutions of 
procaine and various antihistamines in producing 
local anesthesia in an intradermal wheal. They 
found dramamine, benadryl and pyribenzamine to 
be about 2.2 times and phenergan and antistine 
about 5.2 times as effective as procaine. I have 
found 1 per cent solutions to be effective in reliev- 


From the Orange Memorial Hospital, Orlando. 


ing the pain of hemorrhoids after almost complete 
failure by recognized ointments, and also in acute 
otitis externa when even cocaine has proved in- 
effective. 

The anesthetic potency of these drugs has been 
shown to have no direct relation to their antihista- 
minic potency. In fact, these properties probably 
have more nearly an inverse ratio.8 It is also 
probable that their potency when used topically, 
by injection, or orally, may not be directly 
related.? 


Onset and Duration 

The method and site of application have con- 
siderable influence on the time of onset and the 
duration of anesthesia. A swab of 1 per cent 
pyribenzamine applied for 10 seconds to the lip 
and tongue produces loss of taste in 30 to 40 sec- 
onds, numbness in two and one-half minutes and 
anesthesia to pin prick in four minutes.* A period 
of 10 to 15 minutes is adequate for the passage of 
the gastroscope or for corneal anesthesia. Applied 
by swab for 10 seconds to the tongue, this drug 
induces anesthesia which may be expected to last 
for about 10 to 15 minutes and as applied in gas- 
troscopy for 40 to 90 minutes. Pyribenzamine 2 
per cent in water-soluble ointment base applied to 
hemorrhoids lasts from one and one-half to two 
hours. More prolonged anesthesia may be attain- 
ed by repeatedly wetting cotton wicks or pledgets 
in place about every 45 to 60 minutes. One factor 
probably concerned in prolonging the effect is the 
ability of the antihistamine to produce inhibition 
in the hyaluronidase test.® 


Application 

Relief from the pain associated with eczema, 
pruritus ani and certain other skin conditions may 
be obtained with the antihistamine in water-solu- 
ble base. For cleansing, however, and debriding 
encrusted areas, 2 per cent aqueous solution is 
preferable. 

Dental Use.— The pain experienced after 
dental extractions and, in some instances, owing 
to carious teeth can be alleviated by placing a 
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small amount of the powdered or crystalline drug 
in the cavity. 

Cornea. — Anesthesia of the cornea has been 
achieved with 0.5 or 1.0 per cent solutions by ap- 
plying 3 drops at three minute intervals for 10 to 
15 minutes with no attending pain, hyperemia or 
pupillary changes.® 

Otitis Externa. — By filling the external audi- 
tory canal with 1 or 2 per cent solution, sufficient 
anesthesia is achieved in 15 minutes in most cases 
to permit cleansing and examination. Prolonged 
relief has been obtained by repeatedly moistening 
a wick with this solution. 

Gastroscopy. — Moseley* reported on several 
gastroscopies performed satisfactorily with this 
type of anesthesia. His patients were instructed 
to agitate 10 cc. of a 1 per cent solution in the 
mouth and then gargle repeatedly with it, the solu- 
tion being retained in the mouth and pharynx for 
three minutes. The patient was then permitted to 
expectorate the solution, rest four or five minutes, 
and then repeat. In another method reported on 
the basis of a series of 42 cases,* routine proce- 
dures were to give conventional premedication; 
then a 1 per cent solution of pyribenzamine, or 
benadryl, was applied to the oropharynx in the 
same manner as pontocaine. The oral and buccal 
mucous membranes were swabbed with the solu- 
tion being tested. The same solution was then 
applied to the pharynx, in the pyriform fossae, and 
in the esophagus through the esophageal catheter. 
Some of the patients, who previously had been sub- 
jected to gastroscopy with pontocaine anesthesia, 
found the results to be equally satisfactory. Only 
one failure was recorded in this series. In this 
case, pontocaine also failed to induce anesthesia, 
and an attempt at spinal anesthesia, undertaken 
previously, is said to have failed. 

Transnasal Catheters. —I have also observed 
that the anesthesia afforded by these drugs aids in 
passing gastric tubes in apprehensive patients or 
those with a hyperactive gag reflex. The discom- 
fort of the prolonged use of these tubes can be 
greatly relieved by regular applications of a 0.5 
per cent or 1 per cent or 2 per cent solution with 
an atomizer. Slight burning was noted at the 
beginning of the initial application, but when the 
atomizer was left at the bedside the patients con- 
tinued to use it. 

Sore Throat. — Patients unable to eat because 
of the pain and discomfort of tonsillitis, stomatitis 
and tonsillectomy have been able to eat with rela- 
tive ease 10 to 15 minutes after gargling with 
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10 cc. of 2 per cent solution for from two to three 
minutes. Also a temporary reduction in the size 
of swollen tonsils was observed in two patients. 
This was thought to be in part due to the local 
adrenergic potentiation effect of the anesthetic. 
One peritonsillar abscess was incised without pain 
after topical application of a 2 per cent solution. 

Proctology. — Painful hemorrhoids may be 
relieved for 90 to 120 minute periods after appli- 
cation of 2 per cent antihistamine in a water- 
soluble ointment base. More prolonged anesthesia 
may be obtained by wetting a cotton or gauze wick 
with a 1 per cent or 2 per cent solution. This has 
been effective in cases in which the local appli- 
cation of conventional anesthetic agents has failed. 
Ten cubic centimeters of the solution may be pain- 
lessly injected into the anal canal with a rubber 
bulb syringe. The cotton wick method has been 
used with complete satisfaction in the postopera- 
tive period in cases of hemorrhoidectomy. 

Sterile 0.5 per cent to 1.0 per cent solutions 
provide adequate anesthesia when injected in a 
routine infiltration technic to permit minor sur- 
gery. No undesirable side effects were observed. 

The use of the antihistamines in premedication 
apparently is satisfactory. Their use to produce 
general intravenous anesthesia, however, has been 
accompanied by respiratory difficulty. 


Summary 
On the basis of clinical experience and a review 
of the literature, an attempt is made to illustrate 
the uses and advantages of the antihistaminic 
compounds as local anesthetic agents. 
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A Study of Medical Indigence Based Upon the 
State Cancer and Diabetes Control Program 


LorENzo L. Parks, M.D. 
JACKSONVILLE 


As the title of this presentation indicates, this 
paper is not an attempt to determine or define 
what a medically indigent case is, but to report on 
the findings in a study of 100 cases in which the 
patients have received financial assistance under 
the Cancer Control Program of the Florida State 
Board of Health. 

In the discussion of the paper Dr. Smith will 
present a preliminary report only of a study made 
on the Diabetes Control Program whereby pa- 
tients are supplied with insulin, if the patients are 
indigent. The word indigent, according to our 
dictionary, means “needy” or “destitute.” 

In 1944 at the session of the House of Dele- 
gates of the Florida Medical Association, the fol- 
lowing legislation was recommended by its Com- 
mittee on Cancer Control, and was adopted by 
the House of Delegates that year: “This commit- 
tee believes that the cancer control situation in the 
State of Florida can best be promoted by state 
legislation which sets aside a definite sum each 
year for the establishment of cancer clinics for the 
indigent.” 

In 1947 the legislature provided funds and 
passed an act to promote the prevention and cure 
of cancer. This act outlined the following require- 
ments: 

1. “To authorize the Florida State Board of 
Health to establish a standard for the organiza- 
tion, equipment, and conduct of cancer units or 
departments in hospitals or in clinics of the State.” 

2. “To conduct an educational campaign for 
the control of cancer.” 

3. “To provide a plan for the care and treat- 
ment of indigent persons suffering from cancer.” 

Prior to the enactment of this law in 1947, a 
service had been provided whereby the patholo- 
gists of the state examined specimens of tissue sub- 


Director, Bureau of Preventable Diseases, Florida State 
Board of Health. 

Read before the Florida Health Officers’ Society, Seventh 
Annual Meeting, Hollywood, April 27, 1952. 


mitted by physicians; if the patient was indigent, 
the State Board of Health paid the patholo- 
gist a small fee. This service was provided by a 
grant of $15,000 through the State Board of 
Health from the United. States Public Health 
Service. 

Administrative Problems 

Properly speaking, we would say that our can- 
cer program began in July 1947, and one of our 
first problems was to set up a system of deter- 
mining how to select the patients that needed aid 
from those who could pay their own way. I should 
like to say here that the former Director of the 
Bureau of Preventable Diseases, Dr. R. F. Sondag, 
set up the system at that time, and basically we 
are continuing to use the same system that Dr. 
Sondag started in 1947. 

On Sept. 20, 1947, the State Board of Health 
adopted rules and regulations pertaining to the 
determining of indigent patients, which read as 
follows: “Aid is limited to medically indigent per- 
sons. The responsibility for determining indigence 
rests with the county health officer, but he is ex- 
pected to get the assistance of the attending phy- 
sician and consultants on the case, his professional 
advisory committee and/or the local welfare 
agency in making such certifications. In other 
words, the resources for determining indigence 
vary so greatly within the state that we leave this 
matter entirely to local officials to work out. In 
accordance with the overall policy of the State 
Board of Health we are prepared to approve any 
method of determining indigence which a local 
medical society may recommend to the county 
health officer.” 

In carrying out the policies of the State Board 
of Health an application form was adopted. This 
application requires the signature of the attending 
physician, it gives the name of the patient, sex, 
color, address, type of malignancy, site, and gen- 
eral prognosis, The application form first adopt- 
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ed required on the back of the application a sim- 
ple statement signed by the health officer, or the 
welfare agency, that in the opinion of the signer 
the patient was indigent. 

There have been a few changes in the initial 
application for state aid since the original one was 
adopted. 

About four years ago the application form now 
in use was adopted. This form requires a state- 
ment to be signed by the patient stating his in- 
come, the value of the real estate he owns, if any, 
a statement as to unpaid debts, fixed family ex- 
penses, the amount of life insurance carried, and 
hospital insurance, if any. It also requires a state- 
ment as to whether a member of the family, or 
relative, could pay part of the expenses, and the 
regular certification signed by the health officer or 
welfare agency, more or less verifying the state- 
ment of the patient. 

Complaints were received by us from one or 
two tumor clinic directors that patients were being 
approved for state aid who, in their opinion, were 
able to pay their own bills. It was decided to take 
this matter up with the Florida Cancer Council, 
and on May 3, 1951, the following instructions 
were sent to all county health directors and tumor 
clinic directors: “At a recent meeting of Florida 
Cancer Council it was recommended by this group, 
and later approved by the State Board of Health, 
that the staff at the tumor clinics may disapprove 
of state aid for a case, if in their opinion or after 
investigation that they may wish to make, they 
find that the patient is financially able to pay for 
the treatment. The county health director is still 
responsible for approving or disapproving the case 
for state aid, and the tumor clinic staff acts as a 
second screening aid.” 

I will not attempt to discuss the many prob- 
lems that have come up in administering such a 
program as this. I do believe that the following 
is an example of how our office has tried to use 
the complaints that have come to us to good ad- 
vantage in meeting the many problems that face 
the administrator of such a program. One tumor 
clinic director advised me that I was going to get 
a stinging letter from a physician who was dis- 
turbed about the way health department personnel 
were urging private patients to go to the tumor 
clinics as indigent patients. I waited several 
weeks for this letter, and when it did not come, I 
decided to write the physician directly, asking him 
for his letter. The physician gave me the story of 
his complaint. The matter was investigated, and 


PARKS: STATE CANCER AND DIABETES CONTROL PROGRAM 


Vo_umME XXXIX 
NuMBER 7 


it was found that the physician had been improp- 
erly informed, and his complaint was entirely un- 
justified. We believe that we have a much better 
understanding with this physician because of this 
experience, and we have continually welcomed 
complaints from any physician in the state. Ef- 
forts have been made to clarify misunderstand- 
ings from time to time by direct discussion with 
individual physicians. It is realized that in the 
administration of any type of program such as 
the Cancer Control Program complaints will con- 
tinually arise; however, we believe that most of 
these complaints can be settled, if we are informed 
of the complaints, and the attending physician is 
willing to look into the case thoroughly, and the 
majority of the physicians are. We welcome com- 
plaints and sometimes we find they are justifiable. 


Special Study 

In September 1951 it was decided by the State 
Health Officer, Dr. Wilson T. Sowder, that it 
would be a worth while study to make an inven- 
tory, as we might call it, to see if patients are 
slipping through the tumor clinics that should be 
treated by private physicians. It was decided to 
study the first 100 cases approved for state aid in 
which the patients were received during the month 
of August 1951. These cases were found to be dis- 
tributed over the state in 39 different counties. 
They extended from Escambia County at one ex- 
treme point in the state to Monroe County at the 
other. It was thought that such a study would 
determine if our plan of operation was sound and 
at the same time flexible enough to provide for 
prompt services to the patient, with as little “red 
tape” as possible to entangle the patient and the 
physician in their efforts to cure the condition. 

Because of the wide distribution of the cases 
over the state, it was thought advisable to secure 
interviewers who lived as near the patients as pos- 
sible. We were able to secure the part time tem- 
porary services of 11 experienced, well qualified 
social workers, who because of personal respon- 
sibilities were not available for full time employ- 
ment. In addition to a saving in expense for travel, 
this arrangement had the added advantage of pro- 
viding interviewers who were already familiar with 
the local conditions in the area to which they were 
assigned. 

The first task of the social worker was to pre- 
pare a detailed questionnaire to be used by the 11 
part time social workers. This questionnaire in- 
cluded information obtained from an interview 
with the referring physician and the county health 
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officer, the number of persons in the household, 
amount of income, any pensions, amount of real 
estate owned, if any, amount of life insurance, 
health insurance, bank accounts, postal savings, 
hospital insurance, whether the patient owned a 
car, and, if so, the make, model and amount of 
monthly payments. Expenses of the patient as to 
rent, medical bills, other unusual expenses, and 
debts other than mortgages were also included. In 
addition, information as to whether or not the pa- 
tient had been receiving welfare through public 
assistance and whether or not the patient was a 
resident of Florida was sought, as was any other 
information that would be of value in determining 
whether or not the patient was indigent. 

Since the primary focus of the study concerned 
the status at the time of certification for state 
aid, it was thought reasonable to assume that those 
persons receiving public assistance, or dependent 
upon public assistance, could be classified as med- 
ically indigent. Clearance with the State Depart- 
ment of Public Welfare and local county welfare 
agencies revealed that in 40 of the 100 cases being 
studied the patients were at the time of certifica- 
tion receiving assistance or were accepted as eligi- 
ble for such assistance within a few weeks after 
certification. In these 40 cases, therefore, the pa- 
tients were accepted as being medically indigent 
without further investigation. In the remaining 
cases, the patients were interviewed in their homes, 
and other information was obtained through the 
health officers and attending physicians. 

No attempt was made to define or establish a 
simple standard for eligibility for financial as- 
sistance. Income alone is not a clear indication of 
a family’s financial situation, but must be con- 
sidered in the light of many factors, such as family 
responsibilities, the effect of illness on the income 
of wage earners, the cost to families of providing 
for unusual expenses, such as housekeeping serv- 
ices if the mother of small children is ill, the prog- 
nosis of the case, and other factors. Both income 
and resources have-to be evaluated in relation to 
the family’s indebtedness and future prospects. 
An attempt was made, therefore, to secure infor- 
mation regarding both income and resources, such 
as life insurance, real estate and bank accounts, 
and to show as clearly as possible if these were 
adequate to meet the particular family’s reason- 
able requirements. 

An additional consideration in this program is 
the probable cost of the diagnosis and treatment 
if the patient had to secure them through private 


sources. Many families could, without difficulty, 
pay a $20 or $25 bill for treatment. Many of these 
same families could not, however, assume full re- 
sponsibility for extensive surgery and lengthy hos- 
pitalization. For this reason the material secured 
by the interviewers in each case was studied in 
relation to the total amount of expenses by the 
state for treatment and diagnosis, and the prob- 
able cost had this service been sought through pri- 
vate sources by the patient. 

Out of the 100 cases selected, it was not pos- 
sible to locate 4 patients. The circumstances of 
3 of the 6 deceased were not known; the remain- 
ing 3 were public assistance recipients. In 40 of 
the 100 cases the patients were public assistance 
recipients and assumed to be eligible. Fifty-three 
complete studies, therefore, were made: 


Public assistance recipients 40 
Unable to locate 4 
Deceased, financial circumstances 
unknown 3 
Studies completed 53 
Total 100 


As income is the major single factor in deter- 
mination of eligibility in some cases, it was neces- 
sary to estimate income received through odd 
jobs and farming. Net income on cash crops was 
estimated and included, as well as value to the 
family of vegetable gardens, poultry, and other 
items. Pensions from private or governmental 
sources were also included. 

Incomes of patients certified for state aid were 
as follows: 

Single persons 

$75 monthly or less 4 
Families (2 or more) 

$150 monthly or less 33 
Families (2 or more) 

$150-$200 monthly 
Families (2 or more) 

$200-$250 monthly 
Families (2 or more) 

$250-$325 monthly 
Unknown 
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Twenty-three patients, or their families, owned 
or were buying their homes. The highest valuation 
on a homestead was $7,000. Tax receipts were 
checked as substantiating evidence as to the value 
of the property reported. One patient reported 





[a fata see 
(“tr Fi 


ee me | 


itjiveiiiiinis 





510 


real estate other than a homestead. This was two 
unimproved lots valued at $600 and mortgaged for 
$400, which had been used to pay the cost of med- 
ical treatment for cancer. 

Thirty-seven families carried some form of life 
insurance. In 35 cases there was no cash or loan 
value, or the amount was small, the policies being 
industrial policies of $500 or less face value. Five 
of the families had some form of health insurance. 
Six carried hospital insurance. Thirty-three of the 
53 families did not own automobiles. 

Five families owned Chevrolets: 


Bb ...s.00.2- 
Di isccute 
1............1941 
Bac cncescsn OD 
... 1949 
Six families had Chevrolet trucks: 
1 1935 
1 1937 
1 1939 
1 1942 
1 1946 
1 1949 
One family owned a Dodge: 
1 1940 
Six families owned Fords: 
2 1936 
ae 1940 
1 1941 
1 1951 (owned by patient’s son) 
One family owned a Pontiac: 
1 1940 


The persons initiating the application for state 
aid were in 18 cases private physicians other than 
the tumor clinic directors. Four applications were 
signed by the county health officer through re- 
ferral by private physicians. Applications in 22 
cases were signed by tumor clinic directors. Ap- 
plications were signed and referred by health of- 
ficers in 9 cases. Persons certifying that the pa- 
tient was indigent were approved by the county 
health nurse or secretary in 10 cases, by the tumor 
clinic director in 1 case, and by the tumor clinic 
personnel (secretary or nurse) in 14 cases. 
The county health officer interviewed the patients 
in 10 cases. The hospital social service or credit 
department interviewed the patient in 4 cases. It 
was undetermined as to who interviewed and ap- 
proved in 6 cases. 

The system seems to vary in the different 
counties in which a tumor clinic is located as to 
how the patients are first seen. Many patients 


PARKS: STATE CANCER AND DIABETES CONTROL PROGRAM 





Votume XXXIX 
NUMBER 7 


go directly to the clinic because they have heard 
of the services, or were told to go there by their 
own physician. In rural areas the private phy- 
sician usually refers patients to the county health 
office where applications are made. In some rural 
areas the patients go directly to the county health 
office and are interviewed. 

In three of the counties a cooperative agree- 
ment has been made with the local welfare agency 
to certify as to the financial status of persons ap- 
plying for state aid. Eighteen of the 53 cases were 
reviewed with the local welfare agencies to deter- 
mine if they had knowledge of the family situa- 
tion in these cases. In only 1 case was a home 
visit made; however, it should be noted that in 
many situations the referring physicians, county 
health nurses, and others had a general knowledge 
of the family’s situation. 

It is clear from this study that there is a wide 
variation in the procedures for referral and for 
establishing medical indigence. This flexibility 
appears to have made it possible for the patients 
to receive medical care more promptly and for 
county health officers to use the assistance of wel- 
fare agencies where such facilities exist. One in- 
terviewer commented, “I enjoyed seeing a pro- 
gram at work where need is being met expeditious- 
ly and adequately.” 

There are obvious potential difficulties in so 
flexible an approach in establishing the need of 
patients for tumor clinic services, both as to the 
need for medical attention and ability to pay for 
care. Careful consideration should be given, how- 
ever, to the financial cost of other procedures and 
the danger of delay in diagnosis and treatment of 
the disease under a more rigid system. 

it is interesting to note that of the 100 cases in 
which patients were referred to the tumor clinics, 
in 29 the disease was nonmalignant. In 57 malig- 
nant disease was present, and diagnosis was incom- 
plete in 14 cases. 

Time will not permit a detailed report on 
individual cases, but a detailed report was pre- 
pared and presented to a committee of three, two 
practicing physicians and a medical social worker, 
for their opinion as to whether or not in some 
cases the patient was indigent. The following cases 
are illustrative. 

There were four in one family and an income 
of $303 monthly from the patient’s earnings. The 
patient had a wife and two children of preschool 
age. A monthly payment on the house of $65 had 
to be met, and there were no other resources. Diag- 
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nosis was: “Giant follicular lymphoblastoma with 
lymphosarcoma.” Clinic recommendations were 
roentgen ray treatments. The state paid $78 for 
39 treatments. The cost of treatment was not cov- 
ered by hospital insurance carried by the patient. 

There were two in another family with $182 a 
month from the patient’s employment. The wife 
did seasonal work, but was not employed at the 
time of application. The patient owned a home 
valued at $2,500. This was a case of both basal 
cell lesions and squamous cell lesions in different 
multiple sites including the left nasolabial fold, 
right ear and cheek. 

It was the opinion of the committee reviewing 
the findings of the social service worker on the in- 
dividual cases that, in their opinion, in all of the 
cases approved for state aid the patients were 
medically indigent. 

This same detailed report was submitted to the 
Florida Cancer Council for the opinion of its 
members, and with possibly one or two excep- 
tions they agreed that the patients were all medi- 
cally indigent. 


Summary 

On the basis of this study of 100 cases, it 
would appear that all of the patients, with the 
exception perhaps of 1 or 2, were justly classified 
as medically indigent. Hence, they were eligible 
for state aid treatment under the Cancer Control 
Program. Methods of determining indigence va- 
ried widely, according to the facilities available in 
the counties; but the emphasis seems to have been 
on securing prompt treatment for those suspected 
of having cancer who appeared to be unable to 
pay for the cost of service. 

The system used by the county health depart- 
ment, the tumor clinic directors and the State 
Board of Health seems to be a practical plan for 
determining medical indigence. 

If an adequate number of social service work- 
ers were to be employed to check on each indi- 
vidual case, the cost’of such a staff would be pro- 
hibitive. In general, it appears to be more eco- 
nomical to have an occasional study made such as 
the one completed last fall, which was inexpensive 
in comparison with the cost of a full time staff. 


1217 Pearl Street. 


Discussion 


Dr. Epwarp R. Situ, Jacksonville: When the cancer 
study which has just been reported was completed, it was 
deemed advisable to conduct a similar study on the dis- 
tribution of insulin, an activity of the State Board of 
Health since 1935, when it was initiated by legislative act. 
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There have been many efforts by county health offi- 
cers to distribute the available supply of insulin on an 
equitable basis. One of the purposes of this study was to 
review the methods used to evaluate those which were 
believed to be most satisfactory. 

The study was begun in January of this year by es- 
sentially the same staff as for the cancer study. The 
sample was picked by taking every eighth case in which 
the patient had received insulin between the dates, April 
1, 1951 and July 1, 1951. The cases selected fell in 57 
counties. 

In those cases in which the patient was receiving pub- 
lic assistance or was dependent on a recipient of public 
assistance, he was deemed eligible, and studies were not 
made. Public assistance for the purpose of this study was 
considered to be assistance to a family or a person from a 
tax-supported agency. Verification of the public assistance 
was made through the State Department of Welfare 
and/or local welfare agencies. It was thought that in- 
come alone was not a clear indication of a family’s finan- 
cial situation. Both current income and resources such 
as life insurance were investigated to determine if these 
were adequate to meet reasonable family needs. In addi- 
tion to financial information, an attempt was made to 
evaluate the patient’s adjustment to his disease. The in- 
terviewers secured such pertinent information as duration 
of the diabetes, disabling complications and adjustment. 
Also, if the patient had discontinued insulin, he was ques- 
tioned as to the reason. 

The study consisted of an analysis of 202 cases. They 
fell into the classifications given below: 


Deceased 11 
Unable to locate 12 
Public assistance 105 
Patient at State Tuberculosis 

Hospital 1 
Refused to give information 4* 
Studies completed 69 
Total 202 


As income is the major single tangible factor in deter- 
mining eligibility, the 69 cases were broken down into the 
following classifications: 


Income less than $100 monthly 35 
Income $100-$149 monthly 14 
Income $150-$199 monthly 10 
Income $200 and over monthly 10 
Total 69 


It was believed that those persons and families with 
incomes of less than $100 per month could not carry the 
full cost of medical treatment for diabetes without undue 
hardship. Persons in this category, therefore, were con- 
sidered eligible without further consideration. 

Of the 14 with incomes from $100 to $149 there were 
2 single persons. One was apparently not eligible, and 
insulin had been discontinued prior to the study. The 
other, recently widowed, had voluntarily withdrawn from 
the free insulin service. She, however, would probably be 
eligible. Of the 12 remaining families, 8 consisted of 2 
persons and 4 of 3 persons or more. The patients in these 
families were all clearly eligible. 

In the income bracket $150-$199 monthly there were 
no single persons. There were 10 families, 5 of which had 
4 or more members. In the single 2 member family, the 
patient was buying over half of the insulin required. 

In the income bracket of $200-$300 there were 10 
families, 7 of which had 3 or more members. Three of the 
families were comprised of 7 or more persons, and the pa- 
tient in each was considered eligible. In 3 families the pa- 
tient had been found ineligible prior to the time of the 
study, and free insulin had been discontinued. Patients in 
2 families would probably be ineligible, but are still receiv- 
ing free insulin. 

Disabling conditions resulting from diabetes were re- 
ported by 60 of the 69 patients interviewed. These varied 
from total blindness and the loss of one or both legs to 
milder conditions which left the patient able to perform 
his usual duties. In 30 of these cases the disability caused 
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loss of income. Because of diabetes, 2 boys aged 16 had 
discontinued school. 

All of the county health officers were interviewed, and 
suggestions were solicited. Some have worked out satis- 
factory arrangements with local welfare agencies, but some 
make no attempt to establish indigence and dispense insu- 
lin when the client is referred by a physician. A number 
of county health officers thought that some procedure, 
such as a form for interviewing patients applying for in- 
sulin, would be helpful, but others who have close asso- 
ciation with welfare agencies did not agree. Still others 
were of the opinion that anything added to the present 
plan or any change in the present plan would make the 
distribution less efficient. The health officers have met 
the problem of decreased supply of insulin in various 
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ways, varying from giving part of the insulin to dispens- 
ing the supply on a “first come first served” basis. A few 
report that the supply is approximately adequate. 

Since the decrease in the appropriation for the pur- 
chase of insulin, there has been much closer screening of 
applicants for this service. This is clearly shown by the 
fact that only 3 patients probably ineligible are still re- 
ceiving free insulin. It is apparent, however, that a clear 
definition of responsibility and the agreement on a basic 
policy would result in a more equitable distribution of 
available supplies of insulin. From these studies it is ap- 
parent that there is little abuse of these assistance pro- 
grams. 

*None of these patients had received free insulin in some 
months. Two were found ineligible by the Health Department, 
and free insulin had been discontinued. 
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Urinary Colloids in the Prevention of 
Kidney-Stone Formation. By Arthur J. Butt, 


M.D., and Ernest A. Hauser, Ph.D. New Eng- 
land J. Med. 246:604-607 (May 1) 1952. 

The authors discuss crystalloid and colloid 
- factors relating to calculus formation in the urine. 
Observing that many interpretations of stone for- 
mation have suggested unbalance between colloids 
and crystalloids as a basic cause, they note that 
medical literature shows a lack of information 
concerning further investigations of this unbal- 
ance and a disregard of valuable information that 
colloid chemistry could offer. Their interpretation 
is that the protective action of these colloids is 
important in preventing precipitation, agglomera- 
tion and conglomeration of crystalloids. If the 
concentration of such protective colloids is in- 
sufficient, however, then the crystal nuclei are sen- 
sitized and stone formation is accelerated. 

They make the following inferences regarding 
the importance of the crystalloid and colloid 
factors: 

Kidney stone formation may be controlled by 
the concentration of lyophilic colloids in the 
urine; presumably, the higher the concentration, 
the less noticeable the stone formation. 

Stone formation may be brought about either 
by the growth of crystals from a highly con- 
centrated electrolyte solution or by the agglom- 
eration of the dispersed phase of inorganic col- 
loids due to a reduction of their zeta potential in 
the presence of a high concentration of counter 
ions, 


In the presence of hydrophilic colloids, the 
electrolytes are thought to bring about gelation, 
if present in high concentration, embedding the 
inorganic matter in the gel. The hydrophilic col- 
loid, if capillary-active, may also act as a peptiz- 
ing agent and protective colloid, thereby prevent- 
ing growth or agglomeration. 

The use of strong peptizing agents, such as 
hyaluronidase, may reduce stone formation. 


The Present Status of Phrenic Nerve 
Paralysis in the Treatment of Pulmonary 
Tuberculosis. By Hawley H. Seiler, M.D., M.S. 
(Surg.), F.C.C.P. Dis. of Chest 21:578-584 
(May) 1952. 

Dr, Seiler evaluates the role of phrenic nerve 
paralysis as a collapse procedure in the treatment 
of pulmonary tuberculosis, a form of therapy now 
used less frequently and with more discrimination 
than in former times. He cites the indications for 
phrenic paralysis and describes briefly the technic 
of operation. 

It is his conclusion that temporary phrenic 
paralysis is occasionally indicated in certain se- 
lected cases in the modern treatment of pulmo- 
nary tuberculosis, but should be performed only 
following a consideration of the patient’s long 
range plan of therapy and possible future major 
surgical requirements. Permanent phrenic paraly- 
sis, in his opinion, has little place in present day 
treatment of pulmonary tuberculosis. He observes, 
however, that in a definite percentage of cases, 
attempted temporary phrenic paralysis will result 
in some degree of permanent impairment of dia- 
phragmatic function. 
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A New Female Air Cysto-Urethroscope. 
By David W. Goddard. J. Urol. 67:526-528 
(April) 1952. 

The author describes a new female air cystou- 
rethroscope designed so that it combines the best 
features of the Kelly and Koch instruments and 
avoids the undesirable features of both. It is be- 
lieved that this instrument provides better vision 
and greater usability for the urologist who uses 
the air cystourethroscope in a limited way than 
any instrument previously available. It may be 
obtained from V. Mueller and Company, Chicago. 


The Problem of “Sore Throat” with Spe- 
cial Reference to Modern Therapy. By A. R. 
Hollender, M.D. South. M. J. 45:619-625 (July) 
1952. 

Defining “sore throat” as a generic term em- 
bracing a multiplicity of pathologic processes and 
implying a painful state of the pharynx, the author 
approaches his subject from the clinical viewpoint 
of (1) “sore throat’ which restricts itself to the 
site of infection at the portal of entry, with 
Plant-Vincent’s angina as an example, and (2) 
‘sore throat” which progresses to other diseases, 
as anterior poliomyelitis. 

After commenting on local and metastatic in- 
fection, he discusses the throat with the tonsils in 
and the throat with the tonsils out, and then deals 
with special types of “sore throat,” notably in chil- 
dren and in older persons, epidemic, traumatic, 
viral, carrier, abscess, post-tonsillectomy, smoker’s 
and allergic—also “sore throat” influenced by 
emotional factors, in blood dyscrasias and in tu- 
berculosis, syphilis and other diseases. 

Under modern therapy the acute and the 
chronic “sore throat” are discussed, and in addi- 
tion granular, lateral and atrophic pharyngitis and 
-hronic hypertrophic tonsillitis. It is observed that 
in “sore throat” the newer antimicrobial agents 
represent an outstanding therapeutic advance in 
combating the acute infection, but one should re- 
member that other processes are provoked there- 
by, and that these require separate and distinct 
management. In children and in adults, if the ton- 
sils are chronically diseased, surgical tonsillectomy 
is advised as unquestionably the procedure of 
choice. For children who cannot be subjected to 
operation, roentgen radiation is regarded as the 
preferred substitute. For older persons, in whom 
contraindications to surgical intervention exist, 
electrosterilization of the tonsils is advocated as 
an effective prolonged palliative. 
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Buphthalmos: Results from Operative 
Procedures Particularly Cyclodiathermy: 
Report of Six Cases. By S. B. Forbes, M.D. 
Am. J. Ophth. 35:393-398 (March) 1952. 

In this paper the author presents 6 illustrative 
cases to support his conclusion that certain early 
and late cases of buphthalmos respond to some of 
the older therapeutic procedures, especially cyclo- 
diathermy used conservatively. In 5 of the cases 
intraocular surgery produced little improvement in 
the intraocular pressure, but cyclodiathermy ef- 
fected its control. 

In nine of the 10 eyes the intraocular pressure 
was normalized. In one eye it was fairly normal 
with the use of miotics. In 1 case, cyclodialysis 
was followed by cyclodiathermy in 1943 when the 
patient was only a few weeks old; the child is 
now in school and able to carry on well. In an- 
other case, satisfactory results were obtained by 
an iris-inclusion operation in one eye and an iris- 
inclusion operation combined with a corneosclerec- 
tomy in the other eye. The corneal haze cleared 
sufficiently to give a clear view of the grounds, 
and there was great improvement. Global shrink- 
age, which has been feared in this type of surgery, 
developed in none of the 10 eyes. 


Primary Ulcer of the Jejunum. By Mau- 
rice Rich, M.D., and Maxwell M. Sayet, M.D. 
Rev. Gastroenterol. 18:895-902 (Dec.) 1951. 

A case, with autopsy, of simple or nonspecific 
ulcer of the jejunum with melena complicated by 
an acute myocardial infarction is described. The 
etiology, pathology, symptomatology, diagnosis 
and treatment of this rare condition, found for- 
tuitously, are discussed. A pertinent review of 
the literature on this subject is also presented and 
indicates that this case brings the total number re- 
ported to 78. 


Psittacosis. By Theodore F. Hahn, Jr., 
M.D. Cyclopedia of Medicine, 1952, vol. 11, pp. 
403-413. 

This comprehensive presentation of the sub- 
ject of psittacosis, with extensive bibliography, 
covers well the various aspects. These include 
synonyms, definition, distribution, varieties, etiol- 
ogy, pathogenesis, and pathology of the respira- 
tory, gastrointestinal and central nervous systems, 
the spleen, and the kidneys. Also covered are 
symptomatology, complications, diagnosis, prog- 
nosis, prophylaxis and treatment. There is, in 
addition, a section on psittacosis in animals. 
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James V. Freeman, M.D., Chm.............. Jacksonville 
Meraitr R. Crements, M.D...“A”...cccccees Tallahassee 
Vernon A. Locxwoop, M.D...“B”"......... St. Augustine 
fees, G. Cone, GE svc cesccoscecesees Tampa 
Frevertck K. MWerper, M.D...“D"...... West Palm Beach 


A.M.A. HOUSE OF DELEGATES 


l.ours M. Orn, If, M.D., Delegate...........00.- Orlande 
Josuva C, Dicxinson, M.D., Alternate........... Tampa 
(Terms expire Dec. 31, 1953) 

Revusen B. Curisman, Jr., M.D., Delegate......../ Miami 
Frank D. Gray, M.D., Alternate...........0e00. Orlando 
(Terms expire Dec. 31, 1954) 

Ilerpext L. Bryans, M.D., Delegate............ Pensacola 
Tuomas Il. Bates, M. D., Alternate............ Lake City 


(Terms expire Dec. 31, 1954) 


BOARD OF PAST PRESIDENTS 


Wirtitiam E. Ross, M.D., 1919......cc.cecces Jacksonville 
H. Marsnaty Taytor, M.D., 1923.......0000. Jacksonville 
Dou <. Vee, Bit BOG is is cc0eneseseeeen Fort Myers 
Joun S. Meliwan, BM.D., 1928 ..cccccccccccccces Orlando. 
Se. Recess Teak, BE, BIG once nseeececstees Tampa 
Foun A, Demme, Ts TOG bcc cescvcesesiens Arcadia 
Frevertck J. Waas, M.D., 1928.........005- Jacksonville 
Poases ©... Hatt, TEs Bis 6 ccdccésvesecscoscs Quincy 
Wititiam M. Row ett, M.D., Chm., 1933.......... Tampa 
IJomer L. Pearson, Jn., M.D., 1934. ..cccccccccccs Miami 
Sigeseat L. Bavans, M.D., 1938.....ccccsecseces Pensacola 
Orton O. Feaster, M.D., 1936............ Renton, Wash. 
Rewaen Jaime, BE, BSR o600s00scccecncess Jacksonville 
L.eicn F. Rosinson, M.D., 1939.......... Fort Lauderdale 
oO ee er ee Miami 
Boosws G. Pause, Ba., BED. 1968... cccvccvccceces Ocala 
Jon BR. Donsied, BED. 1966, WB vcdcccsccovcces Tampa 
Suater Ricnarpson, M.D., 1946...........4. Jacksonville 
Wirttiam C. Tuomas, Sr., M.D., 1947........- Gainesville 
peer SB. Bea, Bs TB. bc cescseessscvese Miami 
Water C.. Patek, Bits COD. xc dvccccscsseses Pensacola 
Heassat E. Waste, M.D., 1950. ...ccccccce St. Augustine 
Davin R. Murpuey, Jr., M.D., Sec’y., 1951....... Tampa 
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From Our President 


Ring Out the Old 
Ring In the New 


Happy New Year to every member of the Florida Medical Association! With 
the advent of 1953 the medical profession is reminded once again of its perennial 
opportunity to be a happy profession. Striving as it does unceasingly, with sympathy 
and intelligence, for the relief of suffering, it enjoys a privilege not accorded to all 
men. To the relative few who willingly travel the long road of learning and disci- 
pline toward the goal of greater human health, happiness, and well-being go the abun- 
dant rewards of this self-imposed service. 


As they begin the new year, men of medicine may heartily rejoice in the realization 
of the miracles already accomplished in the conquest of disease. At the same time, 
they should earnestly dedicate themselves to the quest for more knowledge and better 
tools to meet the problems as yet unsolved. The familiar words of Tennyson carry 
the challenge: 

Ring out the old, ring in the new, 
Ring, happy bells, across the snow: 
The year is going, let him go; 

Ring out the false, ring in the true. 

The pursuit of happiness guaranteed by the Declaration of Independence is in 
itself a tremendous privilege. Who should be happier than physicians to engage 
in that phase of ringing in the true in this great country? This is still a land of 
plenty, a land of opportunity, truly an oasis in a troubled world. Here in an atmos- 
phere of freedom, the medical profession has been privileged to progress and grow 
great in accomplishments and prestige. 


There lie ahead, however, greater goals and, likewise, greater responsibilities. 
The responsibilities, rewards, rights and privileges are all intimately intertwined. 
Our rights and privileges, coming largely from without, belong also to our patients. 
We have then a dual motive for protecting these rights and fighting for them with 
all our strength; they are fundamental to the preservation of the attitudes and ideals 
which have given us our freedom. 


Our illustrious predecessors set the pattern of reward by giving service in mea- 
sure full and running over, seasoned well with charity. As with them so with us — 
the greatest satisfaction lies in healing. 


Assuredly, in the new year the ever increasing responsibilities will be met in 
traditional fashion. We shall improve our technics, we shall seek ever higher stand- 
ards both educational and ethical, and we shall cultivate proper public relations, all 
in order that our ultimate object of solicitude, the patient, will have the best medical 
care in the world. That is the road to happiness. 


or eae 























J. Froripa, M. A. 
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“Let’s All Eat Dirt” 


Animal experimentation has been a great boon 
to medical science. The countless frustrated ac- 
cusations by antivivisectionists have been ade- 
quately and factually answered by the medical 
and allied professions to the point where animal 
experiments are accepted as an essential part of 
medical progress by most emotionally stable 
people. 

Any true medical investigator realizes that 
animal experiments are only what the name im- 
plies. What holds true for one animal may not 
hold true for animals of the same species. Hence, 
while knowledge from animal experiments gives 
insight into a problem, these experiments are not 
the sine qua non of allopathic medicine today. 
Were this so, the studies of comparative anatomy 
and comparative physiology would be superfluous. 

Any science is based on facts. Facts are im- 
mutable. Any science must perforce have theories 
based on facts or that science would stagnate. 
Although medicine iS not a true nor pure science, 
it derives its fundamentals from enough pure 
sciences to preclude any air of illegitimacy. Thus 
we physicians are men of science and hence should 
base most of our actions on facts. 

A few years ago it was noted that cattle graz- 
ing in certain areas were larger and healthier than 
those in other areas. By soil analysis it was found 
that the healthier cattle were grazing on lands 
richer in certain elements now called trace miner- 
als of the human body. Ergo, if cattle were 


healthier eating grass with these minerals, why 
would not people also be healthier? 

From small acorns mighty oaks grow. From 
one small pharmaceutic firm adding trace miner- 
als to its vitamin capsules, even the giants of the 
industry now add trace minerals to their prepara- 
tions. In detailing their products these same com- 
panies invariably will quote the aforementioned 
animal studies to prove their point. To prove 
what point? That we are cows? If we blindly 
believe every drug advertisement we read or ev- 
ery detail we hear, we are indeed cattle and prob- 
ably do need trace minerals added to capsules so 
potent in vitamins that most of them are excreted 
in the urine. . 

Several months ago the newspapers contained 
accounts of women who would have a desire to 
and did eat dirt at various times. It was soon 
discovered that this dirt eating was on the basis 
of hysteria rather than the body satisfying any 
great need for trace minerals. Because of the 
publicity given to these bovine humans, the drug 
companies did not use this phenomenon as evi- 
dence furthering their claims of the necessity of 
trace elements or dirt in everyone’s diet. Scientif- 
ically speaking, it was, however, a much more 
critical and pertinent experiment. It was a true 
in vivo experiment without the vitiating factor of 
species variation. 

American physicians can well be proud of 
their pharmaceutic industry. It has no peer. Yet 
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no matter how altruistic drug companies may 
deem themselves, they are still in business to make 
money. To accomplish this purpose, not only 
have they sugar coated their bitter pills, but they 
have also adopted the finest type of advertising 
available. So fine is it, in fact, that they are able 
to convince the profession which fostered and 
nurtured them from small apothecary shops to 
multimillion dollar industries that they now know 
both literally and figuratively what is best for the 
doctor. 

It would indeed be absurd to try to convince 
the public at this time that most of the vitamins 
they now so faithfully take one or more times 
daily are one or more times daily passed out in 
their excreta. Many physicians themselves have 
been convinced that the cure for anorexia, fatigue, 
anxiety neuroses, et cetera, is merely a “shot’’ of 
vitamin B,, Bio or Bog. Fortunately, the ill ef- 
fects of vitamin therapy are not common and the 
fatalities from their parenteral administration not 
well enough publicized to put any brake on their 
usage. Time alone will finally put vitamin ther- 
apy in its proper place in the therapeutic ar- 
mamentarium. 

Yet even before the paretic expansive claims 
for vitamin therapy have died down, another pan- 
acea looms on the medical horizon — that of trace 
minerals. It is easy to imagine the wonderful 
articles soon to be published in various pocket- 
sized magazines telling how no one can be healthy 
unless he has an abundance of trace minerals in 
his diet. Trace minerals will soon be in our food, 
tooth paste and cigarettes. Perhaps our bovine 
sisters of the Bayou region were not so hysterical 


after all. Let’s be certain we all get our minimal 
daily requirement of trace minerals. Let’s all 
eat dirt and be as contented as cows! 

& 7 
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New Horizons 

When asked, after the ratification of the Con- 
stitution of the United States, what sort of a 
government we have, Benjamin Franklin is said 
to have remarked, “A republic — if you can keep 
it.” Emphatically, the American people have de- 
cided to keep it — at least for the ensuing quad- 
rennium. 

It would appear that with the incoming of the 
new administration and the opening of the Eighty- 
Third Congress this month, there will come to the 
physicians of the country the opportunity to de- 
vote more of their time and energy to a sound, 
constructive and unselfish program of better 
medical care for all the people—a program un- 
hampered by politics. Gone from the Federal 
Security Administration will be the little man 
who not only diagnosed a major ailment creeping 
up on the nation, but persistently, indeed blatant- 
ly, proposed a remedy for it. The ailment? A 
big percentage increase in older Americans. The 
remedy? Bringing the physicians of the nation 
under the control of politicians and bureaucrats 
and dragooning them all into a system of com- 
pulsory health insurance. Ewingism — happily 
—will be missing from the American scene in 
1953. 

Even so, there is no room for complacency, 
now or ever again, in the kind of world in which 
we live. Although the people have spoken loudly 
and clearly through the ballot, their enemies will 
not fold up their tents and silently steal away. 
There remain always those who seek to sneak in 
by the rear door or the side entrance when the 
front door has been shut in their faces. Surely 
the medical profession has learned to keep ever 
alert lest our adversaries try to climb up some 
other way. 

New horizons, vast indeed and as yet unex- 
plored, lie before us. Yesterday’s distant land- 
mark today is reached and tomorrow is left be- 
hind. Now that the tide of socialism has been 
turned back, our nation’s immense potentialities 
are unlimited — provided always that we possess 
the courage, under God, to develop them. We of 
the medical profession have the vision. Ours is 
the constructive imagination, ours the creative 
spirit that ever improves the chances for a longer 
and also a happier and healthier existence for the 
world’s teeming millions. Let us then lead on 
this year, confident in the reasonable certainty 
that the remaining scourges of man will not ouly 
be held in check but eventually eliminated. 








J. Froriva, M. A. 
January, 1953 
Prescription Regulations 

A modified series of regulations bringing fed- 
eral prescription requirements into conformity 
with the new Durham-Humphrey Act (P.L. 215, 
82nd Congress) has been issued by the Food and 
Drug Administration, acting through the Federal 
Security Administrator. These final regulations 
(1) provide a labeling guide to manufacturers on 
directions for use of drugs; (2) continue labeling 
exemptions for physicians; (3) tighten up rules to 
make certain that prescription drugs are dispensed 
only by or on the prescription of a physician or 
other licensed practitioner; and (4) exempt cer- 
tain habit-forming drugs from the prescription- 
only restrictions when used in nonhazardous com- 
binations. 

The new regulations are an amended version 
of proposed regulations published in February; 
they do not, however, attempt to rule on certain 
points in dispute since then. Specifically, they do 
not mention prohibiting sale by mail of prescrip- 
tion drugs, do not attempt to define toxicity, and 
do not apply “method of use” as a criterion for 
prescription-only designation. All injection drugs 
except insulin were listed as prescription-only in 
the proposed regulations. The Food and Drug 
Administration is reserving the right to rule on 
these controversial points in the future, but a 
spokesman said the agency preferred not to delay 
longer the official publication of regulations on 
which there is substantial agreement among the 
pharmaceutical industry and the medical profes- 
sion. 

The final regulations are published in the Fed- 
eral Register for July 25 (Vol. 17, No. 145), and 
copies are available from the Food and Drug Ad- 
ministration, Washington 25, D. C. 


Human Poisoning from Toxaphene 


Chlorinated camphene, commonly known as 
toxaphene, is a recently developed insecticide 
which has demonstrated its effectiveness against a 
variety of agricultural and livestock insect pests. 
It has been used extensively against cotton insects 
and for the control of grasshopper infestations. It 
is also employed as a supplement to, and substi- 
tute for, DDT for the control of insects resistant 
to DDT. For household application, toxaphene 
sprays are not considered safe, nor have acceptable 
medicinal uses for this polychlor bicyclic terpene 
with insecticidal properties been discovered.? 

The average empiric formula is C;9H;o0Cls. 
The technical or insecticidal material is an amber 
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waxy solid with a mild pinelike odor. It contains 
67 to 69 per cent chlorine and melts at tempera- 
tures of 70 to 95 C. Toxaphene is insoluble in 
water, but readily soluble in inexpensive commer- 
cial solvents, especially those of an aromatic 
hydrocarbon nature. It is practically nonvolatile 
and has residual properties resembling those of 
DDT. 

Oral toxicity of toxaphene places it among the 
more toxic of the commercially available chlori- 
nated hydrocarbon insecticides which are acutely 
poisonous by this route of administration. It is 
believed to be approximately four times as acutely 
toxic as DDT. The fatal dose for man has been 
estimated to be 2 to 7 Gm. 

Toxaphene is a general convulsant which acts 
on the central nervous system. It causes diffuse 
stimulation of the brain and spinal cord resulting 
in generalized convulsions of a tetanoid or clonic 
character, acting in this respect somewhat as DDT 
and certain other chlorinated hydrocarbon insec- 
ticides. In human poisoning from this agent, 
therefore, the symptoms to be expected are those 
of a convulsant drug affecting the brain and spinal 
cord. Generalized epileptiform convulsions are the 
outstanding feature in acutely intoxicated animals 
and are to be anticipated in humans. 

Three deaths in children and 8 cases of non- 
fatal poisoning from the accidental ingestion of 
toxaphene preparations and residual amounts of 
the technical material alone and on edible crops 
were recently reported by McGee, Reed and Flem- 
ing.2 They described two instances of group poi- 
soning which followed ingestion of toxaphene- 
sprayed collard greens and chard, respectively. In 
7 of 10 persons known to have eaten the contami- 
nated greens, symptoms developed consistent with 
toxaphene poisoning as observed in laboratory ani- 
mals. Their onset was abrupt and not associated 
with abdominal pain, involuntary vomiting or 
diarrhea. The illness was manifested by response 
of skeletal muscles to stimulation of the central 
nervous system and by loss of consciousness. In 
the 3 fatal cases, one child apparently ingested an 
amber-colored, beeswax-like material identified as 
toxaphene, another was believed to have ingested 
an unknown quantity of toxaphene emulsion in 
water, and the third child drank “about a half tea- 
spoon” of a solution of toxaphene, presumably a 
60 per cent concentration in special solvents being 
prepared for a tobacco spray. A fourth child “in- 
gested a large amount of a chemical containing 20 
per cent toxaphene,” was in a critical condition 
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for several hours, but recovered with no untoward 
symptoms. 

It is essential, these authors pointed out, that 
physicians recognize the cardinal symptom, a con- 
vulsion, and the importance of countering the 
acute stimulation of the central nervous system 
with barbiturates. Complete absence of poisoning 
in workers exposed to toxaphene suggests that it 
can be handled safely if used properly and with 
precautions against human consumption. 


1. Pharmacologic Properties of Toxaphene, a Chlorinated Hy- 
drocarbon Insecticide, J. A. M. A. 149:1135-1137 (July 19) 
1952. 

2. McGee, L. C.; Reed, H. L., and Fleming, J. P.: Accidental 
Poisoning by Toxaphene, Review of Toxicology and Case Re- 
ports, J. A. M. A. 149:1124-1126 (July 19) 1952. 


North Florida Fair Exhibit 

Second showing of the Florida Medical Asso- 
ciation’s fair exhibit took place Oct. 27-Nov. 1, 
1952 during the North Florida Fair at Tallahas- 
see. Sponsoring the exhibit was the Leon-Gads- 
den-Liberty-Wakulla-Jefferson County Medical 
Society. Dr. Francis T. Holland, Tallahassee, 
chairman of the Society’s committee on public 
relations, was in charge of arrangements, assisted 
by Dr. Eugene B. Maxwell, chairman of the Flor- 
ida Medical Association’s Committee on Public 
Relations, and Mr. Tom Jarvis, assistant super- 
visor of the F. M. A. Bureau of Public Relations. 





Dr. Francis T. Holland is shown checking the blood 
pressure of Mr. Tom Jarvis at the F. M. A. Fair Exhibit 
Booth at the North Florida Fair in Tallahassee. Observ- 
ing are Dr. Edson J. Andrews (left) and Dr. Clarence W. 
Ketchum. 


Dr. Clarence W. Ketchum had charge of blood 
grouping and typing and Dr. Mark Boyd super- 
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vised student nurses checking blood pressure. 
These two services were available from two to 
eight p.m. each day. The exhibit was open 
throughout the day and until 10 p.m. 

Students and faculty members of the School of 
Nursing, Florida State University, were on duty 
to check blood pressures. Technicians from Flor- 
ida State Hospital, Chattachoochee, the Gadsden 
County Hospital, Quincy, Leon County Blood 
Bank, Tallahassee, Tallahassee Memorial Hos- 
pital, and Florida State University Infirmary did 
blood grouping and typing. Members of the 
Woman’s Medical Auxiliary living in Tallahassee 
assisted the technicians. The six hour period was 
broken into three shifts for student nurses and 
members of the Auxiliary, and into two shifts for 
technicians. 

An estimated 4,000 persons saw the exhibit 
which was set up in tent number one in a space 
twenty by fifty feet. Approximately 657 persons 
went through the blood grouping and typing line 
and 540 persons had their blood pressures checked. 
Literature stamped “Courtesy of Florida Medical 
Association,” was distributed to persons passing 
through the exhibit. 

A story about the exhibit or a picture was 
published at least every other day by the Tal- 
lahassee daily newspaper. One radio station broad- 
cast four programs about the showing, beginning 
two days prior to the fair’s opening. Dr. Edson 
J. Andrews, Tallahassee, was in charge of pub- 
licity. 

The exhibit was set up for the fair as it was 
shown during the Florida State Fair in Tampa. 
There were many compliments on the striking ap- 
pearance it made among exhibits of farm products 
from various north Florida counties. A represen- 
tative of the National Tuberculosis Association 
from New York City made a sketch of the exhibit 
because, he said, the idea could be used in his 
work. 

The first two days of the fair were primarily 
for children. Many of them stopped and ex- 
claimed: “Gee, look at the money!” 

Approximately 18,000 persons have seen the 
exhibit. This total includes both the North Flor- 
ida Fair and the Florida State Fair.* Of this 
number, 8,170 have had their blood pressure 
checked and 4,497 have gone through the blood 
grouping and typing line. 


_*Description of the first showing of the exhibit at the State 
Fair in Tampa was published in the May 1952 Journal. 














J. Frortpa, M. A. 


Korean Casualties 

A special press conference was called recently 
by Maj. Gen. George E. Armstrong, Army Surgeon 
General, to correct what he said was the public 
impression that Korean casualties represent “a 
complete loss to the United States.” He reported 
that at least 85 per cent of United States troops 
wounded in Korea are being returned to active 
duty within an average of three months. 

General Armstrong placed the total number 
of this nation’s casualties in the neighborhood of 
100,000, including 16,500 killed in action, 12,000 
missing and 71,500 wounded. Of the wounded, 
62,500 have returned to duty, 4,500 remain in 
Army hospitals, 3,000 have been discharged for 
disability, and 1,500 have died of wounds. 

The death rate of the wounded, 2.4 per cent, 
is the lowest in any war. General Armstrong 

attributed this low mortality to rapid evacuation 
from the front lines and early surgery. He had 
high praise for newly developed body armor. 


Southern Medical Association 
Forty-Sixth Annual Meeting 
Miami, November 10-13 


For the third time since the organization of 
the Southern Medical Association in 1906, a Flor- 
ida doctor will lead the organization this year. 
Dr. Walter C. Jones of Miami was installed as 
president of the Association at the Forty-Sixth 
Annual Meeting in Miami, November 10-13. The 
other two Florida doctors to hold this office were 
Dr. James M. Jackson, Miami, 1912, and Dr. H. 
Marshall Taylor, Jacksonville, 1935. The last an- 
nual meeting of the Southern Medical Association 
held in Florida was in Miami in 1948. The Asso- 
ciation had met in Florida three times previously 

-in Jacksonville in 1912 and in Miami in 1929 
and 1946. 

Addresses of welcome were delivered at the 
opening session of the meeting by Dr. Robert B. 
McIver of Jacksonville, president of the Florida 
Medical Association, and Dr. Ralph S. Sappen- 
field of Miami, president of the Dade County 
Medical Association. Mrs. Richard F. Stover of 
Miami was installed as president of the Woman’s 
Auxiliary to the Southern Medical Association at 
a meeting of the Auxiliary. 

Members of the Florida Medical Association 
presenting scientific exhibits during the meeting 
included: Drs. Leffie M. Carlton, Jr., J. Brown 
Farrior, Richard A. Bagby and Wesley W. Wilson, 
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Tampa, and Drs. Donald W. Smith, James J. Grif- 
fitts, George F. Schmitt, Jr., Benjamin G. Oren, 
Donald F. Marion, Alfred G. Levin, E. Sterling 
Nichol, William C. Phillips, Valentine E. Jenkins, 
Richard E. Strain, Irwin Perlmutter, Carlos P. 
Lamar, Jack A. McKenzie, Reuben Rochkind, 
Morton M. Halpern, Maurice Blinski, Bruce M. 
Hogg, Louis Lemberg and Arthur L. Juers, Miami. 
Scientific exhibits were also presented by the 
Florida Medical Association Bureau of Public Re- 
lations, the Florida Division of the American Can- 
cer Society and the Dade County Medical Asso- 
ciation. 





Walter C. Jones, M. D., President 
Southern Medical Association 


Association members presenting motion pic- 
tures were Drs. James R. Nieder, Delray Beach, 
and Nathaniel M. Levin, Miami. 

Dr. Walter W. Sackett, Jr., of Miami, who is 
vice chairman of the Section on General Practice 
of the Southern Medical Association, presented a 
paper and took part in a symposium and panel 
discussion at meetings of that Section. Papers 
were presented by Drs. Leonard L. Weil, Miami 
Beach, and John J. McAndrew, Miami. 

At a meeting of the Section on Medicine, Dr. 
William H. Kelley of Orlando presented a paper. 
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Dr. Benjamin G. Oren of Miami spoke during a 
session of the Section on Gastroenterology, and 
Dr. Lowell S. Selling of Orlando spoke at a ses- 
sion of the Section on Neurology and Psychiatry. 

At a meeting of the Section on Pediatrics, case 
presentations were given by members of the 
Florida State Pediatric Society, Dr. Lynn W. 
Whelchel, Miami, presiding. Taking part were 
Drs. Richard G. Skinner, Jr., Jacksonville; Egbert 
V. Anderson, Pensacola; Robert F. Mikell, 
Charles Rosenfeld, John G. Chesney and DeWitt 
C. Daughtry, Miami; Edgar W. Stephens, Jr., and 
Lawrence R. Leviton, West Palm Beach; and 
Charlotte C. Maguire, Orlando. 

Papers were presented by Drs. Morris Wais- 
man and Wesley W. Wilson of Tampa at a session 
of the Section on Dermatology and Syphilology. 
Drs. Clarence Bernstein, Orlando, and Wiley M. 
Sams and James H. Putman, Miami, spoke at a 
meeting of the Section on Allergy, and Dr. Meyer 
J. Glick of Miami Beach spoke at a session of the 
Section on Physical Medicine and Rehabilitation. 

Speaking at a meeting of the Section on Sur- 
gery were Drs. Robert M. Lee, George D. Lilly, 
Francis N. Cooke and John G. Chesney of Miami. 
Drs. Eugene L. Jewett, Fred H. Albee, Jr., and 
Freeman D. Stanford of Orlando, and Herbert W. 
Virgin, Jr., of Miami spoke at sessions of the Sec- 
tion on Orthopedic and Traumatic Surgery. Drs. 
S. Joseph Pearlman, Milton M. Coplan, Frank 
M. Woods, and Perry D. Melvin of Miami; Ray- 
mond J. Fitzpatrick, Louis M. Orr, II, and Joseph 
C. Hayward, Orlando; Russell B. Carson, Fort 
Lauderdale; Robert B. McIver, William A. Van 
Nortwick, and Robert J. Brown, Jacksonville; and 
Edwin W. Brown of West Palm Beach spoke dur- 
ing the meetings of the Section on Urology, and 
Dr. John J. Cheleden of Ocala spoke at a meeting 
of the Section on Proctology. 

At meetings of the Section on Opthalomology 
and Otolaryngology, papers were presented by 
Drs. Richard A. Bagby and J. Brown Farrior, 
Tampa; Gordon J. McCurdy, Coral Gables; and 
Robert C. Welsh, Miami. Dr. Stanley H. Axelrod 
of Miami spoke at a session of the Section on 
Anesthesiology. 

Drs. Lorenzo L. Parks, Clarence M. Sharp. 
and Wilson T. Sowder of Jacksonville read papers 
at a meeting of the Section on Public Health, and 
Dr. Walter E. Murphree, Gainesville, took part in 
a panel discussion on general practice during a 
meeting of the Section on Medical Education and 
Hospital Training. 
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The American College of Chest Physicians, 
Southern Chapter, met conjointly with the South- 
ern Medical Association. At a meeting of the Col- 
lege, Drs. DeWitt C. Daughtry and John G. 
Chesney of Miami presented a paper. 


Registration 


APALACHICOLA: Photis J. Nichols. ARCADIA: 
Charles H. Kirkpatrick. AVON PARK: Carl J. Larsen. 
BARTOW: Milo H. Holden. BRADENTON: Lowrie 
W. Blake, Roderic O. Jones, Millard P. Quillian, William 
G. Sugg. BUNNELL: John M. Canakaris. CANTON- 
MENT: Stanley G. Childers. COCOA: Thomas C. Ken- 
aston, Charles E. Russell. CORAL GABLES: A. Daniel 
Amerise, Ira K. Brandt, Clyde Brooks, E. Hampton 
Bryson, Charles R. Burbacher, Henry H. Caffee, Jack 
Q. Cleveland, J. Kenneth Cole, Anna A. Darrow, Frank- 
lin J. Evans, Richard C. Forman, George R. Gage, Dale 
L. Groom, Frederick E. Hasty, Glenn H. Heller, Robert 
P. Keiser, Gordon J. McCurdy, C. Howard McDevitt, 
Jr., Wesley S. Nock, Frederick P. Poppe, Warren W. 
Quillian, T. D. Sandberg, Ben J. Sheppard, Merrick D. 
Thomas, Jr., Rollin D. Thompson, Martiele Turner, Karl 
W. Vetter, William L. Wagener, Arthur H. Weiland, Hil- 
lard W. Willis. DANIA: Fred E. Brammer. DAY- 
TONA BEACH: George P. Beach, Hugh Crawford, C. 
Robert DeArmas, George M. Green, James D. Moffett, 
Jr., Achille A. Monaco. DeFUNIAK SPRINGS: Wil- 
liam D. Cawthon. DELRAY BEACH: James R. Nieder, 
Charles A. Robinson. FERNANDINA: Cecil B. Brew- 
ton. FORT LAUDERDALE: Norris M. Beasley, Miles 
J. Bielek, Robert E. Blount, H. Lamar Boese, Oliver 
C. Brown, Mark Butler, Russell B. Carson, Alfred E. 
Cronkite, Frank Denniston, Burns A. Dobbins, Jr., Fred- 
erick J. Driscoll, Robert L. Elliston, Robert H. Far- 
ringer, Roland F. Fisher, Donald H. Gahagen, Walter 
J. Glenn, Jr., Francis Haberman, Benjamin F. Hart, 
Anne L. Hendricks, Paul W. Hughes, M. Austin Love- 
joy, Richard A. Mills, Claus A. Peterson, George T. F. 
Rahilly, George M. Rhodes, Jr., Vincent V. Smith, Curtis 
H. Sory, Frederick P. Swing, Charles L. Wadsworth, 
William D. Wells, Scottie J. Wilson. FORT MEADE: 
David H. Varn, Jr. FORT MYERS: William H. Grace, 
H. Quillian Jones, John S. Stewart. FORT PIERCE: 
Hugh B. Goodwin, Jr., Laurance D. Van Tilborg, Lester 
L. Whiddon. GAINESVILLE: Alva T. Cobb, Jr., J. 
Maxey Dell, Jr., Walter E. Murphree, William C. Thomas, 
Sr. GREEN COVE SPRINGS: Edwin H. Brown. 
HIALEAH: Van M. Browne, Eli Galitz, Charles L. 
Shalloway. HOLLYWOOD: Dale T. Anstine, Louis J. 
Novak, Frances E. M. Read. HOMESTEAD: Joseph 
M. Burton. JACKSONVILLE: Sullivan G. Bedell, James 
L. Borland, Jack H. Bowen, Joseph L. Chilli, William C. 
Croom, Jr., Joseph A. J. Farrington, A. Judson Graves, 
Luther W. Holloway, Floyd K. Hurt, Ivan Isaacs, Ray- 
mond R. Killinger, Thomas H. Lipscomb, John F. Love- 
joy, James G. Lyerly, Charles F. McCrory, William H. 
McCullagh, John M. McDonald, Robert B. Mclver, 
Charles B. Mabry, Milton C. Maloney, A Sherrod Mor- 
row, Nelson A. Murray, Lorenzo L. Parks, Louis M 
Sales, Clarence M. Sharp, Lauren M. Sompayrac, Wil- 
son T. Sowder, G. Dekle Taylor, H. Marshall Taylor, 
Daniel R. Usdin, William A. Van Nortwick, Stewart 
Thompson, Edward C. Watt, Donald P. White, Jr., J. 
Frank Wilson. KEY WEST: Ralph Herz, Allen S. 
Sheppard. LAKE CITY: Anthony J. Puntereri, Ben- 
jamin L. Steinberg. LAKELAND: Jere W. Annis, Chester 
L. Nayfield, James T. Shelden, Wylie L. Tillis, Herman 
Watson, S. L. Watson, John W. Williams. LAKE 
WALES: Joseph L. Kinzie. LAKE WORTH: Carl M. 
Pults, A. Scott Turk. MARIANNA: Albert E. Mc- 
Quagge. MELBOURNE: Theodore J. Kaminski, Isabel 
Roberts. MIAMI: Lawrence Adler, Julius Alexander, 
Lassar Alexander, Ralph F. Allen, James L. Anderson, 
Laurin L. Andrews, Edward R. Annis, Roger J. Arango, 
Samuel Aronovitz, William G. Aten, Jr., Hubert A. Barge, 
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William J. Barge, Ernest R. Barnett, Ralph E. Baxter, 
Harry E. Beller, Aaron Bernstein, Morris H. Blau, Mau- 
rice Blinski, Valentine Bloch, Abraham Bolker, William 
K. Boros, David Brezin, John E. Burch, O. Whitmore 
Burtner, James A. Campbell, Orlon V. Carr, Jr., Bruce 
D. Carroll, Chester Cassel, Turner E. Cato, Silas E. 
Chambers, Gail E. Chandler, John G. Chesney, Reuben 
B. Chrisman, Jr., Richard C. Clay, Francis N. Cooke, 
Maurice P. Cooper, Milton M. Copeland, Vincent P. 
Corso, Joseph H. Crawley, Edward W. Cullipher, De- 
Witt C. Daughtry, David Davidson, Carl H. Davis, H. 
Clinton Davis, Michael P. DeBoe, John E. Dees, Lydia 
A. DeVilbiss, Louise DeVore, John W. Dix, Percy L. 
Dodge, L. Washington Dowlen, Otto S. Dowlen, Adolph 
E. Drexel, Carl E. Dunaway, Don G. DuPuis, Herbert 
Eichert, Lee W. Elgin, Wm. H. Ellis, Bruce M. Esplin, 
Raymond L. Evans, Robert F. Farrington, George Ferre, 
Nicanor Ferrer, James E. Fischer, Willard L. Fitzgerald, 
Marvin G. Flannery, Richard M. Fleming, M. Eugene 
Flipse, M. Jay Flipse, Roger J. Forastiere, Forrest H. 
Foreman, Edward F. Fox, Bessie S. French, Tom R. 
Gammage, Edmond Gamse, Hollis F. Garrard, Samuel 
Gertman, N. Stuart Gilbert, Herman Glassman, Francis 
W. Glenn, Thomas S. Gowin, J. Raymond Graves, Mau- 
rice M. Greenfield, James J. Griffitts, Howard H. Grosk- 
loss, Etheridge J. Hall, Morton M. Halpern, Robert M. 
Harris, Winston F. Harrison, Maurice E. Heck, Ella M. 
Hediger, Alpha N. Herbert, Andrew H. Hinton, Bruce 
M. Hogg, James W. Holmes, William M. Howdon, R. 
Spencer Howell, James J. Hutson, William C. Hutchison, 
Jack Humphreys, William H. Izlar, Ralph W. Jack, Jo- 
seph T. Jana, Jr., Paul S. Jarrett, Leslie M. Jenkins, 
Edwin J. Jensen, S. Curtis Johnson, Walter C. Jones, 
Arthur L. Juers, Jack J. Kaufman, Jr., Christian Keedy, 
Jack Keefe, 3rd, Paul Kells, Alexander I. Kernish, Ralph 
E. Kirsch, Erna K. Klass, Morris E. Kuckku, Alexander 
Kushner, Carlos P. Lamar, William T. Lanier, George W. 
Lawson, Frederick LeDrew, Robert M. Lee, Rothwell 
Lefholz, Louis Lemberg, Alfred G. Levin, Nathaniel M. 
Levin, George D. Lilly, Simon M. Lipton, Wm. D. Lith- 
gow, A. Buist Litterer, Joseph Lomax, Manuel C. Lores, 
Joseph H. Lucinian, John J. McAndrew, Archie Mc- 
Callister, Jr., George R. McClary, Franklin McElheny, 
E. Norton McKenzie, George E. McKenzie, Jack A. 
McKenzie, Wm. W. McKibben, Norman W. McLeod, 
Jr., John V. McMackin, Plumer J. Manson, Stanley 
Margoshes, Dominic A. Marion, Donald F. Marion, Isi- 
dore Marx, John H. Mason, Jr., Lawrence R. Medoff, 
Matthias P. Meehan, Perry D. Melvin, James H. Mendel, 
Sr., Claude G. Mentzer, Hyman Merlin, James W. Mer- 
ritt, Jr., Robert F. Michael, John D. Milton, Leon H. 
Mims, Jr., Harry M. Moore, C. Russell Morgan, Jr., R. 
Sam Mosley, Albert H. Mouradian, S. Robert Nash, Leo 
Nastasi, David A. Nathan, Elwyn G. Neil, E. Sterling 
Nichol, Donald H. Nixon, Russell K. Nuzum, Benjamin 
G. Oren, Samuel W. Page, Jr., Frazier J. Payton, S. 
Joseph Pearlman, Colquitt Pearson, Homer L. Pearson, 
Jr., Eduardo F. Pena, Max Pepper, Irwin Perlmutter, 
Kenneth Phillips, Roland F. Phillips, William C. Phillips, 
Benjamin G. Pollock, Edwin P. Preston, James H. Put- 
man, John R. Ramey, Harold Rand, Jack O. W. Rash, 
Homer A. Reese, W. Carlton Rentz, Jr., Maurice Rich, 
John R. Richardson, Julian A. Rickles, Samuel J. Rob- 
erts, George W. Robertson, Julian Robinson, Reuben 
Rochkind, Hunter B. Rogers, Charles Rosenfeld, Man- 
ning, J. Rosnick, Bernard D. Ross, Ruth W. Rumsey, 
Lyle W. Russell, Thomas N. Ryon, Walter W. Sackett, 
Jr., S. Marion Salley, Wylie M. Sams, Milton S. Saslaw, 
Chaffee A. Scarborough, Oden A. Schaeffer, Peritz 
Scheinberg, George F. Schmitt, Jr., Manuel A. Schofman, 
John M. Schultz, Joseph W. Scott, E. Clay Shaw, C. 
Kirby Smith, Donald W. Smith, Federico A. Smith, James 
H. Smith, Marvin H. Smith, John W. Snyder, John A. 
Speropoulus, Robert T. Spicer, Donald G. Stannus, Wil- 
liam Steinman, Irvin Stemmerman, Franz H. Stewart, 
Joseph S. Stewart, Richard F. Stover, Richard E. Strain, 
Kelly C. Thomas, Henry L. Tippins, Herbert W. Virgin, 
Jr., Ferdinand A. Vogt, Harrison A. Walker, Preston H. 
Watters, Isaac N. Weinkle, Robert C. Welsh, Lynn W. 
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Whelchel, William Wickman, Edward H. Williams, George 
Williams, Jr., Louis J. Wisch, Arthur W. Wood, Jr., 
Frank M. Woods, Leo S. Wool, Jack L. Wright, Corren 
P. Youmans, Iva C. Youmans, Leo A. Zuckerman. MI- 
AMI BEACH: Mortimer D. Abrashkin, Irving L. Al- 
berts, Harold P. Auslander, Bernard Baer, Theodore M. 
Berman, Herman Boughton, Judd R. Breakstone, Ray- 
mond Breitbart, Lewis Capland, Max Dobrin, Rudolph 
E. Drosd, Maurice I. Edelman, Howard A. Engle, David 
W. Exley, Jack J. Falk, Henry Feintuch, I. Leo Fish- 
bein, Emmett Fitzpatrick, Stanley Frehling, Elias Freidus, 
Meyer J. Glick, Milton S. Goldman, Bernard Good- 
man, Max Gratz, Harrien W. Gray, Robert J. Grayson, 
Irvin M. Greene, Leo Grossman, Hugh H. Hawley, Hugh 
H. Hawley, Jr., Abraham R. Hollender, Leonard H. 
Jacobson, Valentine E. Jenkins, Lewis L. Julien, Samuel 
Kaplan, Saul H. Kaplan, Bernard S. Kleinman, Samuel 
B. Kleinman, Maurice Kovnat, Harry Kraff, Andrew J. 
Leon, George N. Leonard, Morris J. Levine, Alexander 
Libow, David S. Light, Charles Lippow, Rose E. P. 
London, Seymour B. London, Leon H. Manheimer, Mey- 
er B. Marks, Edward W. Mencher, Saul Miller, Lewis 
Palay, Cayetano Panettiere, Julius R. Pearson, Jean J. 
Perdue, Joseph B. Pomerance, Robert J. Poppiti, George 
L. Rand, Francis A. Reed, Paul S. Roland, Maurice J. 
Rose, Alexander E. Rosenberg, Robert R. Rosenblum, 
Edward Roth, Leonard G. Rowntree, Jack A. Rudolph, 
Charles A. Schwarz, Jandon Schwarz, Sol Selevan, Mor- 
ris N. Silverberg, John H. Tanous, Earl R. Templeton, 
Efton J. Thomas, Rene A. Torrado, M. P. Travers, Har- 
old D. Van Schaick, Leonard L. Weil, Barney Weinkle, 
D. Ward White, Maurice Zimmerman, Nelson Zivitz. 
MIAMI SHORES: Carl M. Midkiff, Stanley J. Plucin- 
ski. MIAMI SPRINGS: Estella G. Norman, Louis C. 
Pessolano. MOUNT DORA: Sanford C. Colley. NEW 
SMYRNA BEACH: William C. Chowning. NORTH 
MIAMI Ludwig M. Ungaro, Charlotte K. Wilkins. 
OCALA: John J. Cheleden. ORLANDO: Fred H. Albee, 
Jr., Clarence Bernstein, Benjamin M. Cole, Chas. J. Col- 
lins, John E. Crews, Horace A. Day, Elwyn Evans, Ray- 
mond J. Fitzpatrick, Truett H. Frazier, L. Paul Foster, 
George W. Griffin, Joseph L. Hundley, Eugene L. Jewett, 
Harold W. Johnston, William H. Kelley, Morton Levy, 
Morris H. R. Lukens, Charlotte C. Maguire, Meredith 
Mallory, Sr., J. William Martin, Duncan T. McEwan, 
Lowell S. Selling, Joseph G. Seltzer, Philip F. Simensky, 
Joseph L. Stecher, W. Dean Steward. PAHOKEE: Emil 
J. Graham, Ernest C. Johnson, Jr. PALM BEACH: 
Edwin D. Davis, Russell D. D. Hoover, Walter G. Rob- 
inson, Bailey B. Sory, Jr. PALMETTO: John L. Jen- 
nings, Jr. PENSACOLA: John J. McGuire, Rosa L. 
Sullivay, Frank E. Tugwell. QUINCY: Julius C. Davis. 
RIVIERA: Frank M. Hewson, Jr. ST. AUGUSTINE: 
Redden Britt, Hardgrove S. Norris. ST. PETERSBURG: 
Harry L. Allan, Jr., Charles E. Aucremann, John H. 
Cordes, Jr., Harry R. Cushman, Albert R. Frederick, 
Abraham J. Gorde, Dean W. Hart, Frederick C. Knight, 
Irwin S. Leinbach, Robert C. Lonergan, Kenneth J. 
Weiler, Ruth Winston. SARASOTA: Eugene D. Liddy, 
Jr., Sherrel D. Patton, Hugh G. Reaves, Reaves A. Wil- 
son. SOUTH MIAMI: Robert V. Edwards, James H. 
Mendel, Jr., James A. Vaughn, Jr., Franklyn E. Verdon. 
STUART:: Walter F. Davey. TALLAHASSEE: Odis 
G. Kendrick, Jr., John A. Lauer, Jr., Henry L. Smith, 
Jr. TAMPA: Chadbourne A. Andrews, Richard A. Bag- 
by, Chas. W. Bartlett, Harold O. Brown, Leffie M. 
Carlton, Jr., Edith M. Corlew, Elsie M. Gilbert, Chas. 
McC. Gray, Samuel G. Hibbs, Paul J. McCloskey, Thomas 
E. McKell, Neal J. Phillips, Roy F. Saxon, Hawley H. 
Seiler, Edward F. Shaver, Marshall E. Smith, Wray D. 
Storey, Morris Waisman, J. Maxwell Williams, Jr., Fran- 
ces C. Wilson, Wesley W. Wilson. VENICE: Samuel E. 
Kaplan, Talmadge S. Thompson. VERO BEACH: John 
P. Gifford, Erasmus B. Hardee, James C. Robertson. 
WEST MIAMI: Bernard Yesner. WEST PALM BEACH: 
Willard F. Ande, James R. Anderson, Robert V. Artola, 
Burton F. Barney, Edwin W. Brown, C. Jennings Derrick, 
W. Wellington George, Charles McD. Harris, Jr., Fred- 
erick K. Herpel, W. Ambrose McGee, Walter R. New- 
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bern, David A. Newman, Theodore Norley, William H. 
Proctor, Herman G. Rose, James R. Sory, Laurie R. 
Teasdale. WILLISTON: Clifford E. Vinson. WINTER 
HAVEN: Newell J. Griffith, WINTER PARK: George 
R. Crisler, Ruth S. Jewett. 


Medical District Meetings 1952 

The first meeting this year was held in Panama 
City, October 27, followed by St. Petersburg, Oc- 
tober 29, Fort Pierce, October 30, and Daytona 
Beach, October 31. The officers of your Associa- 
tion and the Chairman of the Council donated 
their time and expenses for the week and traveled 
a circuit which is more than 900 miles starting 
from Jacksonville. This is just another evidence 
of effort on the part of your leaders to bring to 
the members information concerning Association 
affairs. 

It is impossible for your president to make 
individual trips throughout the state to visit the 
majority of the county medical societies and 
groups of members during one year. It is also 
impossible for the majority of our 2,348 members 
to visit the headquarters office in Jacksonville fre- 
quently. With this in mind, the annual medical 
district meetings were instituted as the medium 
through which a great many members could con- 
tact the president and other officers in order to 
strengthen the activities of the Association being 
promoted, and plan for efficiency and enlarge- 
ment. 

Large registration is not expected at every 
medical district meeting, as there is only one-half 
day and evening in the schedule. However, those 
who attended were enthusiastic in their favorable 
comments and the officers of the Association ex- 
pressed themselves as being well repaid by meeting 
new colleagues and renewing the acquaintance of 
old ones. 

The Woman’s Auxiliary to the Florida Medical 
Association, under the leadership of Mrs. Herschel 
G. Cole, president, arranged work-shop meetings 
for the ladies during the afternoon and joined the 
doctors for the dinner and evening session on leg- 
islation. 


Northwest Medical District 
October 27— Panama City 


President Robert B. McIver headed a group 
of Association officers and committee chairman 
who presented short talks at the late afternoon 
general session. Presiding was Dr. Eugene G. 
Peek, Jr., Chairman of Council, assisted by Dr. 
Francis M. Watson, councilor of District 1. 
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In addition to Dr. McIver, who spoke on ac- 
tivities in connection with the Association’s annual 
meeting, present were: Dr. Samuel M. Day, Sec- 
retary-Treasurer; Dr. Shaler Richardson, Editor 
of The Journal; and Dr. J. Rocher Chappell, 
Chairman, Advisory to Selective Service Commit- 
tee. 

The evening session following dinner was in 
charge of Dr. J. Phillip Hampton, Chairman, 
Committee on Legislation and Public Policy. 
Woman’s Auxiliary members and guests were in 
attendance. 

Dr. Charles H. Daffin, President, Bay County 
Medical Society, welcomed visiting officials and 
guests as this Thirteenth Annual Medical District 
Meeting was called to order at 2:30 p.m. 

Immediately following the address of welcome, 
and prior to the talks by Association officers, sci- 
entific papers were presented by Drs. Merritt R. 
Clements of Tallahassee and Hawley H. Seiler 
(by invitaticn) of Tampa. Dr. Clements spoke 
on “A Phase of Postpartum Bleeding with Case 
Reports,” and Dr. Seiler’s subject was ‘Thoracic 
Problems of Interest to the General Practitioner.” 

The 1953 meeting will be in Tallahassee. Total 
registration was 64, of which 39 were Association 
members (A District 30), 5 visitors and 20 Wom- 
an’s Auxiliary members. Among those registered 
were Past Presidents Julius C. Davis and Shaler 
Richardson, 


Registration 


APALACHICOLA: Photis J. Nichols. GRACEVILLE: 
Redden L. Miller. JACKSONVILLE: Samuel M. Day, 
Robert B. McIver, Shaler Richardson, Stewart Thomp- 
son, Wilson T. Sowder. MARIANNA: James T. Cook, 
Tr., Albert E. McQuagge, Francis M. Watson. OCALA: 
Eugene G. Peek, Jr. ORLANDO: J. Rocher Chappell. 
PANAMA CITY: J. Powell Adams, John J. Benton, Jack 
Corbitt, Charles H. Daffin, Sidney E. Daffin, William 
F. Humphreys, Jr., John H. Kay, Michael J. Lingo, Jo- 
seph H. Morris, James M. Nixon, Martle F. Parker, James 
A. Poyner, William C. Roberts, C. W. Shackelford, Har- 
old E. Wager, G. Ashby Winstead. PENSACOLA: Wil- 
liam P. Hixon, John C. McSween, Jr. PORT ST. JOE: 
Albert L. Ward. QUINCY: Julius C. Davis, Taylor W. 
Griffin. TALLAHASSEE: Merritt R. Clements, Francis 
T. Holland, Henry L. Smith, Jr. TAMPA: H. Phillip 
Hampton, Hawley H. Seiler. WEWAHITCHKA: Harold 
B. Canning. 

VISITING DOCTORS — PANAMA CITY: Daniel C. 
Campbell, William C. Fontaine, Andres G. Oliver. 

OTHER GUESTS — JACKSONVILLE: W. 
Parham. TALLAHASSEE: Tom Stallworth. 


Harold 


Southwest Medical District 
October 29— St. Petersburg 


President Robert B. McIver and a group of 
Association officers and committee chairmen were 
present at the meeting and gave short talks at the 
late afternoon general session. Presiding was Dr. 
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Eugene G. Peek, Jr., Chairman of Council, who 
was assisted by Dr. Hugh G. Reaves, councilor of 
District 5. 

Dr. McIver spoke on activities in connection 
with the Association’s annual meeting. Also pres- 
ent were Dr. Samuel M. Day, Secretary-Treasur- 
er; and Dr. J. Rocher Chappell, Chairman, Advis- 
ory to Selective Service Committee. Dr. Francis 
H. Langley, First Vice President, and Dr. Eugene 
B. Maxwell, Chairman, Committee on Public Re- 
lations, were recognized. 

Dr. H. Phillip Hampton, Chairman, Commit- 
tee on Legislation and Public Policy, was in charge 
of the evening session following dinner. Woman’s 
Auxiliary members and guests were present. 

Dr. Clyde O. Anderson, First Vice President, 
Pinellas County Medical Society, welcomed visit- 
ing officials and guests at 2:30 p.m. when this 
Thirteenth Annual Medical District Meeting was 
called to order. 

Following the address of welcome, and before 
the talks made by Association officers, scientific 
papers were presented. Dr. Leffie M. Carlton, 
Jr., of Tampa spoke on “Management of Thoracic 
Problems in General Practice,’ and Dr. Melvin 
M. Simmons of Sarasota spoke on “The Female 
Urethra in the Diagnosis of Abdominal and Pelvic 
Pain.” Dr. Emmett E. Martin, councilor of Dis- 
trict 6, presided with Dr. Peek at this session. 

Tampa will be the site of the 1953 meeting. 
Total registration was 115, of which 69 were As- 
sociation members (C District 64), 7 visitors and 
39 Woman's Auxiliary members. Past Presidents 
of the Florida Medical Association in attendance 
included David R. Murphey, Jr., and Shaler Rich- 
ardson. 


Registration 


BRADENTON: Willis W. Harris, Millard P. Quillian. 
CLEARWATER: Francis C. Hoare, John T. Karaphillis, 
James M. Stem. DUNEDIN: Walter H. Winchester. 
FORT MYERS: Harry Fagan, Jr., William H. Grace, H. 
Quillian Jones, Joseph L. Selden, Jr. HAINES CITY: 
Emmett E. Martin. JACKSONVILLE: Samuel M. Day, 
Robert B. McIver, Stewart Thompson, Wilson T. Sowder. 
LAKELAND: Wylie L. Tillis. OCALA: Eugene G. 
Peek, Jr. ORLANDO: J. Rocher Chappell. PALMETTO: 
John L. Jennings, Jr. ST. PETERSBURG: Clyde O. 
Anderson, Arthur J. Bieker, William M. Davis, Reid E. 
Dicks, Luverne H. Domeier, Chas. L. Farrington, N. Worth 
Gable, Abraham J. Gorday, James L. Gouaux, George F. 
Hieber, William E. Kendall, Peter B. Kersker, Frederick 
C. Knight, Roscoe H. Knowlton, E. Ransom Koontz, 
Francis H. Langley, Whitman C. McConnell, Whitman 
H. McConnell, Norval M. Marr, Alvin L. Mills, John B 
O'Neill, R. Wynn S. Owen, Harrison G. Palmer, John P. 
Rowell, Roderick C. Webb, Carl A. Williams. SARA- 
SOTA: J. Edward Harris, Robert O. Pitts, Hugh G 
Reaves. Melvin M. Simmons, Reaves A. Wilson. SE- 
BRING: Zaven M. Seron. TAMPA: Efrain C. Azmitia, 


MEDICAL DISTRICT MEETINGS 1952 525 


C. MacKenzie Brown, Harold O. Brown, Leffie M. Carl- 
ton, Jr., Frank V. Chappell, Herschel G. Cole, John D. 
Fiynn, H. Phillip Hampton, Alfonso F. Massaro, Eugene 
B. Maxwell, David R. Murphey, Jr., Lee T. Rector, Haw- 
ley W. Seiler, Lynwood B. Smith, Marshall E. Smith, 
Mason Trupp, Wesley W. Wilson. VENICE: Samuel E. 
Kaplan. 

VISITING DOCTORS — CLEARWATER: George F. 
Grisinger, Jr. GULFPORT: George H. Koenig. JACK- 
SONVILLE: Ralph W. McComas. ST. PETERSBURG: 
Rodes C. Garby. SARASOTA: Lloyd J. Duest. OHIO — 
CLEVELAND: Robert A. Harvey. 

OTHER GUESTS — JACKSONVILLE: W. Harold 
Parham. 


Southeast Medical District 
October 30—Fort Pierce 

President Robert B. McIver and a group of 
other Association officers and committee chair- 
men presented short talks at the late afternoon 
session. Dr. Eugene G. Peek, Jr., Chairman of 
Council, and Dr. Donald W. Smith, councilor of 
District 8, presided. 

Dr. Mclver spoke on activities in connection 
with the Association’s annual meeting. Other of- 
ficers in attendance were: Dr. Frederick K. Her- 
pel, President-Elect; Dr. Samuel M. Day, Secre- 
tary-Treasurer; Dr. Webster Merritt, Assistant 
Editor of The Journal; and Dr. J. Rocher Chap- 
pell, Chairman, Committee on Advisory to Selec- 
tive Service for Physicians and Allied Specialists. 

The evening session following dinner was in 
charge of Dr. H. Phillip Hampton, Chairman, 
Committee on Legislation and Public Policy. 
Woman’s Auxiliary members and guests also at- 
tended. 

Dr. Richard F. Sinnott, President, St. Lucie- 
Okeechobee- Martin County Medical Society, wel- 
comed visiting officials and guests to this Thir- 
teenth Annual Medical District Meeting as it was 
called to order at 2:30 p.m. 

Immediately following the address of welcome, 
and prior to the talks given by Association offi- 
cers, the scientific assembly was held. Presiding 
were Dr. Eugene G. Peek, Jr., Chairman of Coun- 
cil, and Dr. Erasmus B. Hardee, councilor of Dis- 
trict 7. Dr. Sidney Davidson of Lake Worth 
spoke on “Diabetic Neuropathy,” and Dr. Rich- 
ard M. Fleming of Miami spoke on “The Early 
Diagnosis and Management of the Common Neo- 
plasms.” 

The 1953 meeting will be held in West Palm 
Beach. Total registration was 76, of which 49 
were Association members (D District 42), 7 visi- 
tors and 20 Woman’s Auxiliary members. A Past 
President of the Association in attendance was 
Joseph S. Stewart. 
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Registration 
CORAL GABLES: Anna A. Darrow, Jerome A. 
Megna. DANIA: Fred E. Brammer. DELRAY BEACH 


Graham W. King, Jr. FORT LAUDERDALE: Burns A. 
Dobbins, Jr., William A. Exum, Scottie J. Wilson. FORT 
PIERCE: Russell L. Counts, Hugh B. Goodwin, Jr., 
Francis A. Gowdy, Steve R. Johnston, John T. McDer- 
mid, Jack H. Robbins, Adrian M. Sample, Richard F. 
Sinnott, Laurance D. Van Tilborg, Lester L. Whiddon. 
JACKSONVILLE: Samuel M. Day, Robert B. MclIver, 
Webster Merritt, Stewart Thompson, Wilson T. Sowder. 
LAKE WORTH: Sidney Davidson. MIAMI: Reuben B. 
Chrisman, Jr., Richard M. Fleming, Paul S. Jarrett, John 
D. Milton, Donald W. Smith, Joseph S. Stewart. OCALA: 
Eugene G. Peek, Jr. OKEECHOBEE: Leon S. Eisen- 
man. ORLANDO: J. Rocher Chappell. STUART: Ju- 
lian D. Parker. TAMPA: H. Phillip Hampton. VERO 
BEACH: John P. Gifford, Erasmus B. Hardee, James 
C. Robertson. WEST PALM BEACH: James R. Ander- 
son, Horace D. Atkinson, Edwin W. Brown, Charles 
McD. Harris, Jr., Frederick K. Herpel, Richard M. Irwin, 
W. Ambrose McGee, Lloyd J. Netto, Theodore Norley, 
Ralph M. Overstreet, Jr., Atwell B. Pride (Col.), Ray- 
mond §S. Roy. 

VISITING DOCTORS — FORT PIERCE: Alfred J. 
Cornille. JACKSONVILLE: Ralph W. McComas. MI- 
AMI: Claude D. Holmes, Jr. VERO BEACH: John E. 
Burt, Briant B. Guerin, Leo Sheiber. 

OTHER GUESTS — JACKSONVILLE: W. 
Parham. 


Harold 


Northeast Medical District 
October 31— Daytona Beach 


President Robert B. McIver headed a group 
of Association officers and committee chairmen 
who presented short talks at the late afternoon 
general session. Dr, Eugene G. Peek, Jr., Chair- 
man of Council, and Dr. William C. Thomas, Jr., 
councilor of District 3, presided at the sessions. 

Dr. McIver spoke on activities in connection 
with the Association’s annual meeting. Officers 
present in addition to Dr. McIver included: Dr. 
Frederick K. Herpel, President-Elect; Dr. Samuel 
M. Day, Secretary-Treasurer; Dr. Webster Mer- 
ritt, Assistant Editor of The Journal; and Dr. J. 
Rocher Chappell, Chairman, Advisory to Selec- 
tive Service Committee. 

Dr. J. Richard West, President, Volusia Coun- 
ty Medical Society, welcomed visiting officials and 
guests as this Thirteenth Annual Medical District 
Meeting was called to order at 2:30 p.m. 

The scientific assembly was held immediately 
following the address of welcome and prior to the 
talks by Association officers. Dr. Edward P. Mad- 
den of Daytona Beach spoke on “Problems in 
Sterility,’ and Dr. Norman E. Williams of Day- 
tona Beach spoke on “Management of the Am- 
bulatory Cardiac.” 

St. Augustine was chosen as the 1953 meeting 
place. Total registration was 85, of which 60 were 
Association members (B District 58), 5 visitors 
and 20 Woman’s Auxiliary members. Among those 
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registered was Past President William C. Thomas, 
Sr. 


Registration 

BUNNELL: John M. Canakaris. DAYTONA BEACH: 
Charles A. Brown, John J. Cheleden, James W. Clower, 
Jr., C. Robert DeArmas, George M. Green, Carroll V. 
Herron, Robert D. Higgins, William L. Jennings, Herbert 
A. King, Eric H. Lenholt, George H. McSwain, Edward 
P. Madden, James D. Moffett, Jr., Ruth T. Rogers, Jo- 
seph H. Rutter, Lawrence J. Schneider, Ellsworth F. 
Waite, J. Richard West, Norman E. Williams, Charles J. 
Wolfe. DELAND: Lancaster C. Starke (Col.). GAINES- 
VILLE: William C. Thomas, Sr., William C. Thomas, Jr., 
HOLLY HILL: Frank A. Sica. JACKSONVILLE: Cor- 
nelius A. Bird, James L. Borland, Samuel M. Day, Law- 
rence E. Geeslin, James G. Lyerly, Robert B. MclIver, 
Webster Merritt, Thaddeus M. Moseley, Nelson A. Mur- 
ray, Joseph H. St. John, John T. Stage, Stewart Thomp- 
son, Wilson T. Sowder. LEESBURG: George E. Engel- 
hard. MIAMI: John D. Milton. MOUNT DORA: San- 
ford C. Colley. OCALA: William H. Anderson, Jr., Hugh 
H. Barfield, Carl S. Lytle, Eugene G. Peek, Jr. OR- 
LANDO: J. Rocher Chappell, Chas. J. Collins, James 
G. Economon, James B. Glanton, Eugene L. Jewett, Dun- 
can T. McEwan, Robert G. Neill, Louis E. Pohlman, W 
Dean Steward. PALATKA: Grover C. Collins. SAN- 
FORD: J. Clifford Boyce, Thomas F. McDaniel, Harry 
Z. Silsby, George H. Starke (Col.). WEST PALM 
BEACH: Frederick K. Herpel. 

VISITING DOCTORS — JACKSONVILLE: Joseph 
W. Eversole, Ralph W. McComas. PONTE VEDRA 
BEACH: Simon D. Doff. 

OTHER GUESTS— JACKSONVILLE: W. 
Parham. 
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Editor’s Note—The following communica- 
tions are published in this column by request and 
with the approval of both parties. 


Explanation—Annual Registration with 
State Board of Health 
Florida State Board of Health 
Tallahassee, Florida 
Dear Sirs: 

I would like to ask why the doctors of Florida 
are compelled to spend $1.00 annually for a regi- 
stration certificate, when we have to pay $1.00 
annually for a narcotic license and also have to 
register in the county courthouse where we prac- 
tice. The data is there to be seen at any time 
by any body. 

It seems to me that this tax is absolutely un- 
necessary and I am expecting an explanation from 
you as to its purpose. We have got to cut out 
waste somewhere and this is a good place to begin. 

Yours truly, 

(Signed) Marvin Smith, M.D. 
Miami, Florida 
October 4, 1952 
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J. Fiorina, M. A. 

January, 1953 

Marvin Smith, M.D. 

800 S. W. Nineteenth Avenue 
Miami 35, Florida 


Dear Doctor Smith: 


In answer to your letter of October 4, 1952, 
forwarded to me from Tallahassee, beg to advise 
that the Physicians’ Registration Act was spon- 
sored by the Florida Medical Association of 
which, I notice, you are a life member. It was 
passed by the legislature of 1927 and was then 
known as Chapter 12005, Laws of Florida. This 
Chapter is now known as 458.06, Florida Statutes 
1951, subsections (2) through (6) dealing with 
this particular phase of the law. This Act re- 
quires all practitioners of the healing arts to regi- 
ster with the State Board of Health on or before 
January first of each and every year and to pay 
at such time a fee of one dollar. The Medical 
Association’s purpose in bringing about the pass- 
age of this Act was to combat a license and dip- 
loma mill which existed at such time and was 
flooding Florida with fraudulent medical diplomas 
and licenses. 


Prior to 1921, there existed in the State of 
Florida three medical examining boards; namely, 
State Board of Medical Examiners, State Board 
of Eclectic Medical Examiners and State Board 
of Homeopathic Medical Examiners. An Act was 
passed in 1921 which combined these three boards 
under one composite board consisting of medical 
doctors, eclectic and homeopathic physicians and 
was known as the State Board of Medical 
Examiners. 


After the repeal of the act which created the 
State Board of Eclectic Medical Examiners, it 
was found that the Eclectic Board’s secretary was 
continuing to issue eclectic medical licenses and 
diplomas for a sum of money to persons who had 
never attended a medical school. Dozens of 
these licenses were issued and some are even in 
use in Florida to this day. It was through the 
use of this Physicidns’ Registration Act that the 
diploma mill operator was apprehended and the 
mill broken up. I will, however, begin with the 
year 1941 since this is the year that the Physi- 
cians’ Registration Act was transferred from the 
Bureau of Vital Statistics to the Bureau of Nar- 
cotics. The transfer of these duties was brought 
about by Herbert L. Bryans, M.D., President of 
the State Board of Health, who was of the opinion 
that the Physicians’ Registration Act along with 
the enforcement of the medical laws should be 
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under a bureau vested with investigative and 
police powers. 

The first official act of this Bureau was to 
conduct an investigation of the diploma and li- 
cense mill operating in Florida at such time. Af- 
ter more than a year of criminal investigative 
work in co-operation with William M. Rowlett, 
M.D., then Secretary of the State Board of Medi- 
cal Examiners, and the postal authorities, the 
head of this diploma mill, a physician, an attorney 
and two other diploma mill graduates were ar- 
rested, convicted and sentenced to prison terms. 
The head of this diploma mill died in prison thus 
bringing to an end a disgraceful situation in the 
State of Florida. 

During the Bureau of Narcotics’ first year’s 
activities, in addition to the above-mentioned 
cases, twenty-four persons were arrested and con- 
victed for practicing medicine in Florida without 
a license. In one particular case a person had 
stolen the license and diploma of a legitimate 
practitioner who had died in Kentucky, assumed 
his name and was carrying on a lucrative prac- 
tice. This imposter posted a bond and skipped 
out before his trial came up but was later appre- 
hended in another state by an agent of this Bur- 
eau, returned to Florida, tried, convicted and 
sentenced to five years in the State Prison. In 
addition to the above, I set forth herewith a par- 
tial report of the activities of this Bureau for the 
past eleven years with reference to the Medical 
Practice Act. 


MEDICAL PRACTICE ACT 


Total number of arrests 112 
Aggregate sentences 
imposed 59 yrs., 4 mo., 8 days 


Aggregate fines imposed $8,538.08 

Criminal injunctions granted 

by the courts sh 8 

Since receiving your letter of October 4, there 
have been two arrests for practicing medicine 
without a license; one being sentenced to five 
years and the other awaiting sentence at this time. 
This is made possible by the registration of thirty- 
nine hundred medical doctors yearly; the price of 
two good cigars to each physician. 

I believe that if you will check the records of 
the State Board of Medical Examiners, you will 
find that the Bureau of Narcotics has arrested 
and brought to justice more violators of the Med- 
ical Practice Act in any one year than was ob- 
tained by the State Board of Medical Examiners 
from 1889 to 1941 combined. This is no criticism 
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of the State Board of Medical Examiners as they 
had no funds and no investigators. 

The above activities are in addition to our 
regular duties of enforcing the narcotic laws. 

If, after reading the above explanation of the 
Registration Act, and the purposes of the $1.00 
fee, you still feel that the expenditure is a waste, 
I would suggest that you communicate with the 
Florida Medical Association, who sponsored pas- 
sage of the act. 

Yours truly, 
(Signed) M. H. Doss 
Director, Bureau of Narcotics 
Florida State Board of Health 
Jacksonville, Florida 
November 13, 1952 
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The Reporting of Communicable Diseases 
The County Health Departments are respon- 
sible for the control of communicable diseases in 
each of their counties. In order for these health 
departments to render control measures it is neces- 
sary for them to be informed of what diseases are 
occurring, where they are occurring and under 
what circumstances. The physician in private 
practice plays an important role in the control of 
communicable diseases. He is the first person 
to diagnose or suspect a communicable disease. 
Improvements in sanitation and the use of 
newer antibiotics have made many of the com- 
municable diseases of less danger to the public 
health than they were a few years ago. Some 
communicable diseases are still occurring in Flori- 
da, however, and it is believed that these are of 
sufficient importance to warrant continuous study. 
There are occasional outbreaks of food poisoning 
and epidemics of respiratory diseases. Much 
factual material is being gathered regarding the 
role of insects in the transmission of disease. The 
relationship between certain types of mosquitoes 
and encephalomyelitis probably will be better 
understood in the near future as will other pres- 
ently unsolved problems. 
It is the desire of the Public Health workers 
that the physicians make known to them cases of 
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communicable diseases, and special information is 
desired in regard to the following items: 


All cases, or suspected cases, of smallpox, 
anthrax, botulism, psittacosis, plague, and 
rabies in man. 


Typhoid fever following a gathering such 
as a dinner or picnic, when one or more 
cases occur in which the milk or water 
water supply has been proved or suspected 
of being the vehicle of infection, or two or 
more cases having, or presumed to have, a 
common source. 


All outbreaks in which water or food (in- 
cluding milk, milk products, and shellfish) 
are found to be, or are suspected of being, 
the vehicle of infection, regardless of etio- 
logy. 


All outbreaks of diarrhea of the newborn 
occurring in hospitals or institutions. 


All outbreaks occurring in _ institutions 
(hospitals, boarding schools, orphanages, 
summer camps, etcetera) regardless of 
their etiology. 


Multiple cases of undiagnosed disease, 
especially when they occur in industrial 
groups. 


High incidence of respiratory diseases, 
particularly during periods when influenza 
is likely to occur. 


Unusual occurrence of anthrax, psittacosis, 
plague, equine and St. Louis types of en- 
cephalomyelitis, and leptospirosis, in ani- 
mals, since these diseases may spread to 
man. 


Multiple cases or groups of cases of a dis- 
ease occurring under unusual circumstances 
such as an uncommon mode of spread, a 
relatively high case-fatality rate, and a high 
incidence of disease “out of season.” 


Medical Officers Returned 
Dr. Arthur J. Henry, Jr., who entered military 
service on Oct. 26, 1950, was released from active 
duty on Oct. 31, 1952 with the rank of Lieutenant 
(USNR). His address is 515 N. Adams St., Tal- 
lahassee. 
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STATE NEWS ITEMS 





The Committee on Medical Motion Pictures of 
the A. M. A. has announced the publication of 
a new revised film list which includes 78 medical 
films not readily available from other sources. 
This list is available from the Committee on 
Medical Motion Pictures, American Medical As- 
sociation, 535 North Dearborn St., Chicago 10. 

wv 

Dr. Luther W. Holloway of Jacksonville was 
honored recently at a banquet during the Seven- 
teenth Annual Fall Meeting of the Florida Pedia- 
tric Society in West Palm Beach. The Conven- 
tion was dedicated to Dr. Holloway as a leader 
in Florida in the pediatric field. 

4 

Dr. Courtlandt D. Berry of Orlando spoke 
on “Life and Experiences in Puerto Rico” at a 
recent supper meeting of the Men’s Club of St. 
Michael’s Episcopal Church in Orlando. 

4 

Dr. Vernon T. Grizzard, Jr., of Jacksonville 
attended the annual meeting of the Congress of 
Neurological Surgeons at the Palmer House, Nov. 
6-8, 1952. 

aw 

Drs. Franklin W. Roush, Jr., and Woodrow 
B. Estes of St. Petersburg have recently returned 
from a trip through England and the European 
continent. At the request of Dr. J. Hillis Miller, 
president of the University of Florida, the two 
doctors made an investigation and brought home 
information on hospitals, hospital management 
and medical schools in the countries they visited. 

a 

Dr. Frank S. Whitman of West Palm Beach 
was installed as president of the Association of 
Seaboard Air Line Railway Surgeons at its Fiftieth 
\nnual Session in Miami, Nov. 18-20, 1952. 

aw 

Dr. Thomas G. Simmons of Auburndale was 
chosen “Man of the Year” by the Auburndale 
Chamber of Commerce at its annual banquet in 
November. 

y— 

Dr. Marvin G. Flannery of Miami spoke to 
members of the Miami Acacia Club on “Surgical 
Aspects of Medicine” at a recent meeting of the 
group at the McAllister Hotel. 


Dr. Joel V. McCall, Jr., of Daytona Beach 
took part in a panel discussion on “Building 
Healthy Personalities” at a recent meeting of the 
Ormond P.-T.A. 

aw 

Dr. Chester Cassel of Miami attended the 
postgraduate course in gastroenterology at the 
University of Pennsylvania, which was held under 
the auspices of the American College of Physi- 
cians, December 1-7. 

a 

Dr. John W. Snyder of Miami spoke on “Sur- 
gery in the Aged” at the meeting of the Associa- 
tion of Seaboard Air Line Railway Surgeons in 
Miami in November. 

Zw 

Dr. Charles H. Ryals of Grand Ridge has 
been chosen by the Woodmen of the World as 
the outstanding citizen of the year in that vicinity 
and was given the “Outstanding Citizen Award” 
during a special program on November 23. The 
day was designated as “Dr. Ryals Day.” At the 
age of 77, Dr. Ryals is still active in his practice 
in which he has been engaged at Dellwood for 
the past 50 years. 


Dr. Samuel M. Day of Jacksonville was one 
of the speakers at the Fiftieth Annual Meeting of 
the Association of Seaboard Air Line Railway 
Surgeons in Miami, Nov. 18-20, 1952. His sub- 
ject was “Tuberculosis of the Lumbar Spine.” 

Aw 

Dr. Carlos P. Lamar of Miami spoke on the 
modern treatment of Diabetes Mellitus at the 
Conference on Endocrinology and Metabolism in 
Havana, Cuba, November 13 and 14. 

wv 

Dr. Frederick H. Bowen of Jacksonville spoke 
on “Surgery of the Hand” at the Fiftieth Annual 
Meeting of the Association of Seaboard Air Line 
Railway Surgeons in Miami in November. 


wT 
Dr. Jack Q. Cleveland of Coral Gables, Chair- 
man of the Association’s Committee on Medical 
Education and Hospitals, will represent Florida 
at a meeting to open the 1953 drive of the Ameri- 
can Medical Education Foundation, at the Shera- 
ton Hotel, Chicago, on January 25. 
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Drs. John P. Turk, Jr., George E. McKenzie, 
Maurice M. Greenfield, Allan K. Michaelson and 
John G. Chesney of Miami, Raymond Breitbart 
of Miami Beach, and Dale L. Groom and Gordon 
J. McCurdy of Coral Gables have recently ap- 
peared on the Dade County Medical Association’s 
daily radio program, “Tell Me, Doctor.” 

ya 

Dr. Chas. W. Bartlett of Tampa has been ap- 
pointed a member of the State Board of Medical 
Examiners. The appointment was made in Nov- 
ember by Governor Warren. 

ww 

Dr. Robert W. Ferguson of Tampa, who has 
been taking special training at Grady Memorial 
Hospital in Atlanta for the past 18 months, will 
remain there continuing his studies for another 
year. 

wT 

Dr. Jere W. Annis of Lakeland, President of 
the Florida Heart Association, spoke at an open 
board meeting of the Palm Beach County Heart 
Association at Good Samaritan Hospital in Nov- 
ember. He spoke on heart disease and the im- 
portance of education in the cardiovascular field. 
The meeting commemorated the first birthday of 
the Palm Beach County Association. 

aw 

Dr. Turner Z. Cason of Jacksonville recently 
spoke on obesity at a meeting of the Jacksonville 
Exchange Club. As proof of the number of peo- 
ple who need to overcome obesity, a portable scale 
was used to weigh the members as they arrived at 
the meeting. 

sw 

Dr. Ashbel C. Williams of Jacksonville spoke 
at a recent joint meeting of the Rotary, Kiwanis, 
Lions and Exchange Clubs of Hollywood. Dr. 
Williams, who is president of the Florida Division 
of the American Cancer Society, spoke on “Can- 
cer, The Problem and Where We Stand.” 

Sw 

Dr. Jack Q. Cleveland of Coral Gables spoke 
on first aid and medical problems at a recent 
meeting of the Exchange Club of Northeast 
Miami. 

Zw 

Dr. Gary E. Turner of Jacksonville spoke on 
“Happiness” at the monthly meeting of the Beta 
Sigma Phi in October. 

Sw 
Drs. William J. Knauer, Jr., Samuel R. Lamb, 
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and Irvin C. Schneider of Jacksonville have been 
called into active duty with the armed forces. 
aw 
Drs. Lorenzo L. Parks and Wilson T. Sowder 
of Jacksonville were delegates from Florida to 
help organize an American Academy of Preven- 
tive Medicine in Cleveland in October. 


aw 
Dr. Arthur J. Butt of Pensacola recently pres- 
ented lectures sponsored by the Mayo Clinic and 
Mayo Foundation for Medical Education and Re- 
search at Rochester, Minn. His subject was 
“Urine as a Continuation of the Extracellular 
Ground Substance.” 
Zw 
Dr. M. Eugene Flipse of Miami has returned 
to his practice associated with Dr. M. Jay Flipse, 
following postgraduate study at the Mayo Clinic. 
Dr. Flipse spent three years in Medical Fellowship 
at the Clinic and six months residency in Nopem- 
ing Sanatorium, Nopeming, Minn. He has been 
certified by the American Board of Internal Medi- 
cine in Internal Medicine and in the subspecialty 
of Pulmonary Diseases. His practice will be lim- 
ited to Internal Medicine and Bronchoscopy. 


Dr. Frank D. Gray of Orlando was recently 
elected president of the Orlando Chamber of Com- 
merce. 

ya 

Dr. Laurie J. Arnold, Jr., of Lake City has 
been elected as one of the directors at large of the 
State Board of Directors of the Florida Division 
of the American Cancer Society, and Dr. Thomas 
H. Bates, also of Lake City, has been elected 
Medical Delegate Director representing Dis- 
trict No. 4. 





BIRTHS AND DEATHS 
Births 


Dr. and Mrs. Ferdinand H. Kauders of Miami an- 
nounce the birth of a son, Michael Robin, on Oct. 19, 
1952. 

Dr. and Mrs. Theodore R. Stevens of Miami announce 
the birth of a daughter, Carol Ann, on Nov. 2, 1952. 

Deaths — Members 





Clemmer, Charles A., Ormond Beach Nov. 3, 1952 

Early, Charles S., Lakeland Nov. 20, 1952 

Winchester, Harold E., Dunedin Nov. 29, 1952 

Spiers, W. Henry, West Palm Beach Dec. 8, 1952 
Deaths — Other Doctors 

Meyers, Max I., Columbia, Pa. June 14, 1952 

Woods, E. Bryant, Atlanta, Ga. Nov. 7, 1952 


Gauzza, Valentine P., Miami Beach Nov. 27, 1952 
Errata 
The death of Dr. Flavius G. Pernoud, Jr., St. Louis. 
Mo.., as reported in the October 1952 issue of The Journal 
is in error. 
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WANTED — FOR SALE | 


| NEW MEMBERS 





Advertising rates for this column are $5.00 per inser- 
tion for ads of 25 words or less. Add 20c for each addi- 
tional word. 





ATTENTION DOCTORS: Modern Hospital, built in 
1946, centrally located in Miami, Florida. Established, 
coing 41 Bed, completely equipped, Medical, Surgical, Ob- 
stetrical, all facilities. Registered and approved by the 
American Medical and American Hospital Associations. 
Owner deceased. A wonderful opportunity for a group of 
Doctors. Write 69-74, P. O. Box 1018, Jacksonville, Fla. 





WANTED: Association with group or Sanatorium. 
Married, 43 years old. Geriatric experience. Florida 
license. Write 69-75, P. O. Box 1018, Jacksonville, Fla. 





DOCTOR WANTED: Wonderful opportunity for gen- 
eral practitioner to locate in center of phosphate mining 
district. Uranium plants are being built on all sides. 
Steady payrolls, good schools and churches, and friendly 
people. Offices will be furnished rent free. Contact Mul- 
berry Pharmacy, P. O. Box 455, Mulberry, Fila. 





LOCATION DESIRED: Internist, Board diplomate, 
F.A.P.C., age 49, desires association with physician. Es- 
pecially qualified in cardiology and metabolic diseases. 
Prefers West Coast location. Florida license. Write 69-76, 
P. O. Box 1018, Jacksonville, Florida. 





LOCATION DESIRED: Internist, experienced director 
of clinical laboratory desires position in small hospital. 
EKG interpretation and consultation. Florida license. 
Write 69-77, P. O. Box 1018, Jacksonville, Fla. 





The following doctors have joined the State 
Association through their respective county med- 
ical societies. 

Balthrop, John E., Jr., Pensacola 

Benton, Charles R., Pensacola 

Brumback, Clarence L., W. Palm Beach 

Collins, Cecil C., Sr., Jacksonville 

Fifer, John S., Fort Lauderdale 

Grisinger, George F., Jr., Clearwater 

irwin, Richard M., W. Palm Beach 

Johnson, L. Wayne, St. Petersburg 

Martin, Wayne B., Miami 

Monroe, William D., Pensacola 

Patterson, Charles A., Pensacola 

Pauley, Harvey C., Jr., Bradenton 

Robinson, James E., Jr., W. Palm Beach 

Taliaferro, Harry F., (Col.) Clearwater 

Voyles, Carl M., Jr., St. Petersburg 

Wilhoit, William M. C., Pensacola 





Announcing The Sixteenth Annual Meeting of 
THE NEW ORLEANS GRADUATE MEDICAL ASSEMBLY 
Conference Headquarters - Municipal Auditorium - March 2 - 5, 1953 


GUEST SPEAKERS 


J. Lamar Callaway, M.D., Durham, N. C. 

Dermatology 

A. H. Aaron, M.D., Buffalo, N. Y. 
Gastroenterology 

Herbert E. Schmitz, M.D., Chicago, Ill. 
Gynecology 

Carl V. Moore, M.D., St. Louis, Mo. 
Hematology 

Rudolph H. Kampmeier, M.D., Nashville, Tenn. 
Internal Medicine 

Henry A. Schroeder, M.D., St. Louis, Mo. 
Internal Medicine 

Guy L. Odom, M.D., Durham, N. C. 


Neurosurgery 

Andrew A. Marchetti, M.D., Washington, D. C. 
Obstetrics 

Harold F. Falls, M.D., Ann Arbor, Mich. 
Ophthalmology 


J. Vernon Luck, M.D., Los Angeles, Calif. 
Orthopedic Surgery 
G. Edward Tremble, M.D., Montreal, Can. 


Otolaryngology 

Arthur P. Stout, M.D., New York, N. Y. 
Pathology 

Waldo E. Nelson, M.D., Philadelphia, Pa. 
Pediatrics 

Edward B. D. Neuhauser, M.D., Boston, Mass. 
Radiology 

George Crile, Jr., M.D., Cleveland, Ohio 
Surgery 

Robert E. Gross, M.D., Boston, Mass. 
Surgery 

Charles W. Mayo, M.D., Rochester, Minn. 
Surgery 

Wyland F. Leadbetter, M.D., Boston, Mass. 
Urology 


LECTURES, SYMPOSIA, CLINICOPATHOLOGIC CONFERENCES, ROUND-TABLE LUNCHEONS, SURGICAL AND 
MEDICAL PROCEDURES IN COLOR TELEVISION, MEDICAL MOTION PICTURES AND TECHNICAL EXHIBITS. 
(All-inclusive registration fee — $20.00) 


THE POSTCLINICAL TOUR TO EUROPE BY SHIP AND PLANE — ENGLAND, 
FRANCE, SWITZERLAND AND ITALY — MARCH 7-31 


For information concerning the Assembly meeting and the tour write 
Secretary, Room 103, 1430 Tulane Avenue, New Orleans 12, La. 
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| COMPONENT SOCIETY NOTES 





Broward 
In conjunction with the observance of Dia- 
betes Week, the Broward County Medical Society 
listed the symptoms of diabetes in newspapers and 
urged that all citizens be tested for diabetes dur- 
ing the week. 


Dade 

The Dade County Medical Association con- 
tinues to keep the public informed through two 
radio programs and one television program. “Tell 
Me, Doctor” is broadcast Monday through Fri- 
day over radio station WQAM;; a recorded series 
including A. M. A. transcriptions is broadcast 
four times a week over WVCG; and ‘Modern 
Living” is presented weekly over WTVJ. 

A cocktail-dinner party for press, radio and 
television representatives was sponsored by the 
Dade County Medical Association December 4 in 
the Biscayne Terrace Hotel. This is the fourth 
year the Association has sponsored the event. 


Duval 
The December issue of the Bulletin of the 
Duval County Medical Society contains a com- 
plete roster of the members of the Society. 


Franklin-Gulf 
Guest speaker at the October meeting of the 
Franklin-Gulf County Medical Society was Dr. 
DeWitt C. Daughtry of Miami. 


Hillsborough 
The Hillsborough County Medical Association 
met with the Pinellas County Medical Society on 
December 4 to hear Dr. J. Hillis Miller, President 
of the University of Florida, speak on “The Uni- 
versity: Its Proposed Medical Department and 
Its Public Relations.” 


Lake 

Newly elected officers of the Lake County 
Medical Society include Drs. John D. Bloom, 
Groveland, president, and Raymond A. Debo, 
Eustis, vice president. Re-elected secretary-treas- 
urer was Dr. J. Basil Hall of Mount Dora. 

Dr. Leroy H. Oetjen of Leesburg, chairman 
of the Lake County Public Relations Committee, 


invited the school principals of the county to a 
meeting and personally briefed them on the 1953 
essay contest for school children on “Why the 
Private Practice of Medicine Furnishes this Coun- 
try with the Best Medical Care.” 


Marion 
The annual seafood supper of the Marion 
County Medical Society was held in place of the 
November meeting. The supper was held on 
November 19 at Magnolia Lodge, Ocala. 


Monroe 

A joint meeting of the Monroe County Medi- 
cal Society and the Naval Medical Officers, Key 
West Area, was held on November 20. Speaking 
at this meeting were Dr. Claire Straith of Detroit, 
a pioneer in the field of plastic surgery, who spoke 
on “The Treatment of Facial Injuries and De- 
formities,’ and Dr. Robert Kennedy, Assistant 
Professor of Obstetrics at Wayne University, De- 
troit, who spoke on “Recent Advances in Obstetri- 
cal Practices.” 


Pasco-Hernando-Citrus 

The regular monthly meeting of the Pasco- 
Hernando-Citrus County Medical Society was 
held at the Cypress Room at Weeki Wachee in 
November. The guest speaker was Dr. Thomas 
E. McKell of Tampa. Other guests included 
Drs. H. Phillip Hampton of Tampa and William 
J. Clough and James E. Thompson of Tarpon 
Springs. 


Pinellas 

A joint meeting of the Pinellas County Medi- 
cal Society and the Hillsborough County Medical 
Association was held on December 4. Guest 
speaker was Dr. J. Hillis Miller, President of the 
University of Florida, Gainesville, who spoke on 
“The University; Its Proposed Medical Depart- 
ment and Its Public Relations.” 

In connection with National Diabetes Detec- 
tion Week, the Pinellas County Medical Society 
worked with the American Diabetes Association 
in a drive to determine the number of unknown 
diabetes cases in the county. 
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Polk 
The regular November meeting of the Polk 
County Medical Society was held in Winter Haven 
at the Florida Room of the Florida Citrus Build- 
ing. The meeting was highlighted by a series 
of technical talks by the Society’s own members. 


Putnam 
Dr. Lawrence G. Hebel, president of the Put- 
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nam County Medical Society, made arrange- 
ments for two medical exhibits to be displayed at 
the Putnam County Fair in Palatka, December 
11-13. The two exhibits on loan from the Ameri- 
can Medical Association were sponsored by the 
local society. They are listed as “How Disease 
Bacteria are Spread” and “Diseases Transmitted 


from Animals to Man.” 


OBITUARIES 


Francis Samuel Skiff 


Dr. Francis Samuel Skiff, pioneer physician 
and surgeon, died July 12, 1952, at the age of 
nearly 86 years, at his home in Fort Lauderdale. 
Funeral services were held on July 15, and his 
remains were taken to Falls Village, Conn., for 
interment in Grassy Hill Cemetery. 

Born on Oct. 5, 1866 in Sharon, Conn., Dr. 
Skiff belonged to a pioneer New England family 
and could trace his ancestry back to the Pilgrims 
who landed at Plymouth Rock. He was a descend- 
ant of Edward Fuller and by reason thereof was a 
member of the General Society of Mayflower De- 
scendants. He was also a member of the Society 
of Colonial Wars by right of his descent from 
James Skiff, a member of General Court of Ply- 
mouth Colony, who died in 1688. 

Dr. Skiff was graduated from the New York 
University College of Medicine in 1887. After 
taking postgraduate work at the Johns Hopkins 
University School of Medicine in Baltimore, he 
began the practice of medicine in 1887 in Litch- 
field County, Connecticut. He was engaged in the 
general practice of medicine and surgery in Con- 
necticut until 1922, with interruptions for special- 
ized work and study in the hospitals of London, 
Dublin and Edinburgh. For 35 years he ministered 
to his fellow men in Connecticut, as physician, 
philosopher, friend and guide. He served their 
needs during the “horse and buggy” days both in 
winter and in summer. He also served in the legis- 
lature of Connecticut. There he established an 
enviable reputation for his skill, integrity and hu- 
manity. 

In December 1922 Dr. Skiff moved to Broward 
County, Florida, where he continued in the gen- 
eral practice of medicine and surgery until his 
retirement in April of 1942, at which time he was 
elected to an honorary membership for life in the 


Florida Medical Association and the Broward 
County Medical Society. He was one of the last 
surviving members of the original Broward County 
Medical Society, of which he was at one time 
president. On March 8, 1937, numerous friends 
joined in celebrating his fifty years in the practice 
of medicine. He was a member of several benevo- 
lent and fraternal organizations, including the 
Masons and Odd Fellows. 

On Oct. 7, 1922, Dr. Skiff was married to 
Edith Inman, who survives him. They have one 
son, Charles Frances Skiff, born Jan. 6, 1925, 


who is presently concluding his professional 
studies in optometry. 
ELLER LERNER 


Amasa Dorman Stollenwerck 

Dr. Amasa Dorman Stollenwerck of Jackson- 
ville died in St. Vincent’s Hospital on July 29, 
1952, after a long illness. He was 67 years of age. 

A native of Alabama, Dr. Stollenwerck was 
born in Greensboro on Aug. 9, 1884. He received 
his academic education at Spring Hill College in 
Mobile and his medical training at the Tulane 
University of Louisiana School of Medicine, where 
he was awarded the degree of Doctor of Medicine 
in 1908. 

Dr. Stollenwerck entered the practice of medi- 
cine in Jacksonville in 1909 and became a lead- 
ing obstetrician in that area. For more than a 
quarter of a century he was Chief of the Depart- 
ment of Obstetrics at St. Vincent’s Hospital. A 
former Chief of the Department of Gynecology 
and Obstetrics at the Duval County Hospital, now 
the Duval Medical Center, he served as President 
of the Staff of that institution in 1932 and 1933. 

A member of the Duval County Medical So- 
ciety since 1909, Dr. Stollenwerck was for 43 
years a member of the Florida Medical Associa- 
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tion, holding life membership for the last seven 
years. He was a member of the American Medical 
Association and of the American College of Sur- 
geons, and was a fellow of the Academy-Interna- 
tional of Medicine. 

Survivors include the widow, Mrs. Ina B. 
Stollenwerck, and a stepdaughter, Mrs. Frederick 
A. Rankin, both of Jacksonville; one sister, Mrs. 
Carol A. Smith of Decatur, Ala.; and an uncle, 
C. Y. Stollenwerck, and a cousin, Mrs. O. A. 
Coleman, both of Greensboro, Ala. 


Herbert Edgar Sperry 

Dr. Herbert Edgar Sperry of Coral Gables died 
on July 6, 1952 in Jackson Memorial Hospital, 
Miami. He was 69 years of age. 

Born on Aug. 8, 1882 at Pennfield, N. Y., Dr. 
Sperry was educated in his native state. He re- 
ceived the degree of Doctor of Medicine from 
Albany Medical College in Albany in 1908 and 
then engaged in the general practice of medicine at 
Rochester, N. Y. 

During World War I he entered the service 
with the rank of captain in the Medical Corps. 
From 1923 to 1943, Dr. Sperry engaged in the 
general practice of medicine and surgery in Wil- 
liamson, N. Y., where he also served as school 
physician and health officer for the two decades. 

In 1944, he came to Florida and opened an 
office in Coral Gables, devoting his practice to 
internal medicine and cardiovascular diseases. 
Locally, he was a Shriner, a member of the Coral 
Gables Masonic Lodge, the Scottish Rite and York 
Rite bodies, the American Legion and the First 
Methodist Church. 

A member of the Dade County Medical Asso- 
ciation, Dr. Sperry was also a member of the 
Florida Medical Association and the American 
Medical Association. 

Surviving are the widow, Mrs. Gladys Sperry, 
and one stepson, Robert. 


Clifford LeRoy Adams, Jr. 

Dr. Clifford LeRoy Adams, Jr., of Live Oak 
met sudden death in his office on Aug. 3, 1952. 
He was 43 years of age. 

A member of a prominent North Florida fam- 
ily. Dr. Adams was born in Jasper on Dec. 11, 
1908. He was the son of C. LeRoy Adams, Sr., 
and Marie Thaggard Adams. After first studying 
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pharmacy, he entered the University of Arkansas 
School of Medicine in 1941. He was awarded the 
degree of Doctor of Medicine by that institution 
in 1944 and completed an internship in Little Rock 
before returning to his native state. Since 1945 
he had engaged in the practice of medicine in Live 
Oak. In addition, he operated one of the largest 
livestock farms in the state near Lake City. 

In his first active political venture, Dr. Adams 
won the Democratic nomination for state senator 
last May and was unopposed for the general elec- 
tion. But for his untimely death, he would have 
followed in the footsteps of his grandfather, the 
late Frank Adams, who served two terms as presi- 
dent of the Florida Senate, and of his uncle, 
the late R. Stanley Adams, who was a senator from 
the Seventeenth District. 

A member of the Suwannee County Medical 
Society, Dr. Adams also held membership in the 
Florida Medical Association and the American 
Medical Association. 

Surviving are the widow, the former Florrie 
Lee Edwards, and one daughter, Mrs. W. W. Jer- 
nigan, both of Live Oak; his mother, Mrs. C. 
LeRoy Adams, Sr., of Jasper; two sisters, Mrs. 
Nolan Wilkes of Jasper and Mrs. Maurice Ville- 
neuve of Tallahassee; and two grandchildren. 


SAS SS ARR TC Rs 
William Hawley Weems 

Dr. William Hawley Weems of West Palm 
Beach died on Aug. 30, 1952, on the north side 
of Lake Okeechobee, where he was accidently 
killed in an automobile accident while riding as a 
passenger. 

Dr. Weems was born in Clopton, Ala., on Nov. 
9, 1909. His family had lived there for many 
years, and his father was a physician in that com- 
munity. Dr. Weems was graduated from the 
High School at Ozark, Ala., and entered the Uni- 
versity of Alabama in 1927. He received the 
Bachelor of Science degree and the Master of 
Science degree in Medicine in 1933. He then 
matriculated at the Rush Medical College, Univer- 
sity of Chicago, where he was awarded the de- 
gree of Doctor of Medicine in 1935. There fol- 
lowed one year’s internship at Michael Reese Hos- 
pital, one year’s residency in Surgery at Los 
Angeles County General Hospital and a six months’ 
residency at the Good Samaritan Hospital in West 
Palm Beach. 

Dr. Weems became full time County Physician 
for Palm Beach County in 1937, after resigning 
from Good Samaritan Hospital. He served in this 
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Normal peristaltic action results from activity of the muscle layers as they 
are gently distended by bulk within the intestine; mucosal irritants cause 
overactivity of the muscle layers resulting in hyperperistalsis or spasm. 


Corrective Action of Metamucil® in 
Abnormal Physiology of Constipation 


Abnormally prolonged colonic reten- 
tion, whether in a spastic or an atonic 
colon, demands the greatest care to assure 
correction. 

The mucosa does not require stimu- 
lating; hence, stimulating cathartics, 

roughage”’ and other physical and chem- 
‘cal irritating measures, are today often 
considered irrational. 

On the other hand, the muscularis 
es require a stimulus to initiate peristal- 
is. This physiologic stimulus is the mech- 
ism by which bland distention of the 
‘olon establishes a reflex, with the mus- 
cularis at the terminus of the reflex arc. 

Metamucil literally reeducates the 
sluggish and also the spastic colon. Taken 
with adequate amounts of water, Meta- 


mucil forms a smooth, hydrophilic colloid. 
As this colloidal mass passes through the 
large intestine, it exerts a gentle, distend- 
ing pressure within the lumen, thus initi- 
ating the peristaltic reflex necessary for 
evacuation. 

A program of Metamucil therapy helps 
to restore proper tone to the intestinal 
musculature, thereby establishing proper 
bowel habits. 

Metamucil® is the highly refined mu- 
cilloid of Plantago ovata (50%), a seed of 
the psyllium group, combined with dex- 
trose (50%) as a dispersing agent. It is 
accepted by the Council on Pharmacy and 
Chemistry of the American Medical Asso- 
ciation. 


G. D. SEARLE & Co. 
Research in the Service of Medicine 
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Cook County Graduate Schoe! of Medicine 
POSTGRADUATE COURSES — WINTER 1952-53 


SURGERY—Intensive Course in Surgical Technic, Two 
Weeks, starting January 19, February 2, February 16. 
Surgical Technic, Surgical Anatomy & Clinical Sur- 
gery, Four Weeks, starting March 2. Surgical An- 
atomy & Clinical Surgery, Two Weeks, starting March 
16. Basic Principles in General Surgery, Two Weeks, 
starting March 30. Gallbladder Surgery, Ten Hours, 
starting April 20. Surgery of Colon & Rectum, One 


Week, starting March 2. General Surgery, One Week, 
starting February 9. General Surgery, Two W eeks, 
starting April 20. Fractures & Traumatic Surgery, 


Two Weeks, starting March 2. 

GYNECOLOGY —Intensive Course, Two Weeks, starting 
February 16. Vaginal Approach to Pelvic Surgery, 
One Week, starting March 2. 


OBSTETRICS — Intensive Course, Two Weeks, starting 
March 2. 


PEDIATRICS—Intensive Course, Two Weeks, starting 
\pril 6. 


MEDICINE—Intensive General Course, Two Weeks, 
starting May 4. Electrocardiography & Heart Disease, 
Two Weeks, starting March 16. Allergy, One Month 
and Six Months, by appointment. 


UROLOGY —-Intensive Course, Two Weeks, starting 
April 13. Ten-Day Practical Course in Cystoscopy 
starting every two weeks. 


DERMATOLOGY —Intensive Course, Two Weeks, start 
ing May 
Teaching Faculty: 
Attending Staff of Cook County Hospital 
Address: 


Registrar, 707 South Wood Street 
Chicago 12, Illinois 
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THE 
MEDICAL PROTECTIVE 
(Fe). 8-00 4 


FortT WAYNE. INDIANA 


PROFESSIONAL PROTECTION 
EXCLUSIVELY 
SINCE 1899 


specialized service 
assures “know-how” 





ST. PETERSBURG Office: 
Calvin Bimer, Rep., 
240 Mateo Way, Snell Isle, 
Telephone 73-289 
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capacity from November 1937 to 1940, resigning 
to enter private practice. While serving as County 
Physician, Dr. Weems established numerous vene- 
real and health clinics throughout the entire 
county, where hundreds of indigent patients were 
treated, and did much to promote better medicine 
and health care in the county. He was greatly 
interested in mental hygiene clinics to serve the 
people and spread information on mental diseases. 

Dr. Weems held a pilot’s license under the CAA 
and was Flight Surgeon for the CAP before enter- 
ing World War II to become a flight surgeon. He 
entered military service on July 1, 1942. After 
spending some time at MacDill Field in Tampa and 
attending the Flight School for Doctors at Ran- 
dolph Field, Texas, he was transferred to South 
Carolina, where he was Flight Surgeon at Myrtle 
Beach Bombing Range. From that station he was 
transferred overseas, serving in the Southwest 
-acific Theater. He was honorably discharged 
in November 1945 with the rank of major. He 
held a reserve commission in the Air Force. 

Dr. Weems was a member of the Phi Chi Medi- 
cal Fraternity, Kiwanis Club, West Palm Beach 
Elks Club, Q. V. Flying Club and Chamber of 
Commerce. He was also a member of the Baptist 
church. He held membership in the Palm Beach 
County Medical Society, serving as secretary in 
1947, the Florida Medical Association and the 
American Medical Association. He was an active 
member of the Academy of General Practice. 

Dr. Weems was a member of the staffs of 
the Good Samaritan, St. Mary’s and Pine Ridge 
hospitals in West Palm Beach. 

Dr. Weems is survived by his widow, Nell 
Gunter Weems; two daughters, Margaret and 
Catherine; two brothers, Dr. Nathaniel M. Weems 
of Boynton Beach and Mr. Max Gerome Weems 
of Clopton, Ala.; and one sister, Mrs. Louise 
Weems Reynolds of Clopton, Ala. 


Charles Hubert Petteway 

Dr. Charles H. Petteway of Lakeland died on 
Sept. 27, 1952, of myelogenous leukemia at the ags 
of 33. He was in practice there in otorhino- 
laryngology. 

Dr. Petteway was born on Nov. 30, 1919, in 
Lakeland. He was graduated from the Lakeland 
High School in 1936, attended Tulane University 
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from 1936 to 1942, and in the latter year was 
craduated in medicine. He interned at the Charity 
Hospital in New Orleans during the year 1943 
ind had a residency in orthopedics at Jackson 
Memorial Hospital in Miami in 1944. 

After serving in the Army in 1945 and 1946, 
he was in general practice for seven months in 
Bogalusa, La., before taking his ear, nose and 
throat training at Tulane and at the Eye, Ear, 
Nose & Throat Hospital in New Orleans from 
1947 to 1949. He began practice in ear, nose 
and throat in Lakeland in May 1949 and passed 
his American Board examinations in Otorhin- 
olaryngology in 1951. He was a member of the 
Polk County Medical Society, the Florida Medi- 
cal Association and the American Medical Asso- 
ciation as well as the American Boards. He held 
membership in the First Methodist Church and 
was a member of the Board of the Children’s 
Home Society and of Pi Kappa Alpha and Phi Chi 
fraternities. 
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Surviving are the widow, Meredith; one son, 
Robert Charles, aged 7; and one daughter, Susan, 
aged 7 months. 

Dr. Petteway’s life exemplified all that was 
fine and honorable in his profession, and his 
death at an early age from a condition of which 
he had been fully aware for three years was keenly 
felt by his colleagues and his patients alike. He 
had courage and self discipline which are granted 
to but few men and exhibited such a nobility of 
spirit in the face of adversity as to inspire a true 
reverence in all who knew him well. Under the 
greatest handicaps and physical discomfort, he 
proceeded to practice his profession until just a 
day or two before his death. His life showed an 
equinimity which few possess and exemplified the 
true faith and dignity of man. His quiet fortitude 
and assurance continue to be an unending inspira- 
tion to his medical colleagues in these troubled 
times. 
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HIGHLAND HOSPITAL, 





INC. 


FOUNDED IN 1904 


Asheville, North Carolina 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offer- 
ing modern diagnostic and treatment pro- 
cedures — insulin, electroshock, psycho- 
therapy, occupational and_ recreational 
therapy —for nervous and rental dis- 
orders. 


The Hospital is located in a sixty-acre 
park, amid the scenic beauties of the 
Smoky Mountain Range of Western North 
Carolina, affording exceptional opportuni- 
ty for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diag- 
nostic services and therapeutic treatment 
for selected cases desiring non-resident 
care. 


R. CHARMAN CARROLL, M_D., 
Diplomate in Psychiatry 
Medical Director 


ROBT. L. CRAIG, M.D., 
Diplomate in Neurology and Psychiatry 
Associate Director 
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BRAWNER’S SANITARIUM 
Established 1910 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


For Nervous and Mental Disorders 
Drug and Alcohol Addiction 
Electro-Shock in selected cases 


JAMES N. BRAWNER, M.D., Medical Director 

ALBERT F. BRAWNER, M.D., Department for Men 

JAMES N. BRAWNER, JR., M.D., Department for 
Women 
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FLORIDA MEDICAL ASSOCIATION 
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Mrs. Ricntarv IF. Srover, Ist Vice Pres......... .Miami 
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Mrs. Avvert G. Love, IV, Recording Sec’y..... Gainesville 
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Mrs. SaMurt S. LomBarvo, Treasurer........ Jacksonville | 
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The Time to Give 

When a farmer has reaped his crop he knows 
from his harvest whether his work has been well 
done. We all reap the harvest which results from 
our sowing. As this is written, November is be- 
hind us, and we have the joyous period of giving 
and good will ahead, followed by the dawn of a 
new year. 

Because it is as important to the doctor and 
his wife as it is to the farmer and his wife to study 
the field before seeding of a new crop, we pause 
for reflection. While the ground lies fallow, it is 
good to give thought to the nourishment needed 
if the soil is to yield bountifully. For, what we 
put into anything determines what we get out 
of it. 

An essential ingredient to ground work in 
any field is an awareness that what we do not 
matters as much as what we do. This ingredient 
is labeled Attitude. Attitude is a potent factor in 
any endeavor. The right attitude, one of belie! 
and loyalty to one’s commitment, stimulates and 
nourishes a group. 

Now, as never before, we must give of our- 
selves in attention to even the smallest detail in 
the organization. We must guard against the 
eroding effects of back-wash which follows sus- 
tained effort so as not to wash away the enthusi- 
asm of those who feel inconsequential, or who fee! 
the Auxiliary to be inconsequential unless there is 
a threat — a challenge. 
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This attitude can be accomplished. We be- 
come as we think. Floridians are always sur- 
prised when the Christmas lights go on and signs 
go up heralding the Yuletide. The trimmings 
belie the languor summery weather encourages, 
but time marches on and it is always later than 
we think. So, in spite of inclination we are caught 
up in the contagion of spirit, and, thereby, we 
create the season to give. Thinking makes it so 
—so be thinking and making plans for a con- 
structive and Happy New Year! 

Mrs. C. Robert DeArmas 





BOOKS RECEIVED 


Handbook on V.D. By Carroll T. Bowen, M.D. Pp. 
66. Price, $1.25. Coral Gables, Fla., University of Miami 
Press, 1952. 

This new and authoritative work, with foreword by 
Philip Wylie, presents highly organized information on 
venereal disease. It is especially prepared for college and 
high school students, nurses, military personnel, adult edu- 
cation groups, and patients who have not understood the 
import of their diseases. 

The book was written for the sole purpose of educat- 
ing people all over the world on this still important sub- 
ject. It meets the need for and makes available to the 
layman a comprehensive small volume containing up-to- 
date accurate information on all of the venereal diseases. 

The author, Dr. Carroll T. Bowen, Director, Venereal 
Disease Control, Miami, has had a brilliant career with 
the United States Public Health Service and for the past 
18 years has been engaged in venereal disease control work 
in various parts of the United States. Since coming to 
Florida, he has served as Director of Venereal Disease Con- 
trol for Duval County, and Health Officer for Broward 
and Levy counties. In 1943, he built and became superin- 
tendent of Florida’s first rapid treatment center at Ocala. 
He produced the clinical photography for the nation’s 
first full length technical color film on syphilis. 





Helping Parents Understand the Exceptional 
Child. Pp. 42. Child Research Clinic, The Woods 
Schools, Langhorne, Pa., 1952. 

“The Cornerstone of Understanding” was the theme 
selected this year for the annual spring conference on 
education and the exceptional child held under the auspices 
of the Child Research Clinic of The Woods Schools at 
Langhorne, Pa. Published in booklet form, the proceed- 
ings of this conference contain five addresses: “The Emo- 
‘ional Quandaries of Exceptional Children,” by Dr. Leo 
Kanner, Children’s Psychiatric Service, Harriet Lane Home 
ior Children, Johns Hopkins Hospital, Baltimore; “The 
Psychology of the Exceptional Child,” by Dr. Seymour B. 
Sarason, Associate Professor of Psychology, Yale Univer- 
sity, New Haven, Conn.; “How the Schools Can Help 
Them,” by Arthur S. Hill, chief of the section on Excep- 
tional Children and Youth, Office of Education, Federal 
Security Agency, Washington, D. C.; “Growth of Social 
Responsibility for the Exceptional Child,” by Katherine G. 
Ecob, Consultant for Veterans Administration Mental 
Clinics, New York; and “The Parents of the Exceptional 
Child,” by Clara Savage Littledale, Editor, Parents’ Maga- 
zine, New York. 

Copies of this booklet dealing with the problems of the 
retarded child may be obtained free from the Child Re- 
search Clinic, The Woods Schools, Longhorne, Pa. 
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They'll Do It 
Every Time 


You know where Hammy Jackson 
lives—on that small dead-end street 
off Maple Avenue near the municipal 
library? Well, about a month ago, the 
town finally put up a traffic sign on 
the corner there saying: ‘‘No thor- 
oughfare ... Dead End.” 


Yesterday Hammy dropped by to 
see us. “‘Can’t understand it,” he says. 
“‘Hardly anybody ever drove down our 
street before—but, now, since they 
went and put that sign up, there’s 
been more cars than ever turning 
around in my driveway.” 


From where I sit, these people who 
bother Hammy on his one-way street 
are the same as those who automat- 
ically ignore a Wet Paint sign and 
touch their finger on a freshly painted 
surface. But you can’t change human 
nature. People like to think for them- 
selves and to choose for themselves. 
Whether it be following a chosen pro- 
fession or a little thing like a choice of 
a beverage at mealtime, let’s not feel 
we’re obliged to “point the way” for 
the other fellow. 


Gee Yor 





Copyright, 1952, United States Brewers Foundation 
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The Story of the Adaptation Syndrome (Told 
in the Form of Informal, Illustrated Lectures). 
By Hans Selye, M.D., Ph.D. (Prague), D.Sc. (McGill), 
F.R.S. (Canada). Pp. 225. Montreal, Canada, Acta, Inc., 
Medical Publishers, 1952. 

This book is a brief summary of the author’s work on 
the adaptation syndrome, “intentionally quite subjective 
and personal.” In seven informal lectures Dr. Selye un- 
folds the “Story of the Adaptation Syndrome,” making 
no attempt to cover the entire pertinent literature system- 
atically. He outlines the warmly personal style an eye- 
witness account of the most striking events in the history 
of the investigation of the stress problem — the concept 
of the adaptation syndrome, its history, its mechanism, its 
clinical implications and the light it begins to shed upon 
the understanding of disease in general. 

To a bird’s eye view of the picture as a whole at the 
present time, he adds his view of the most important out- 
come and probable future of research on stress and the 
adaptive hormones. ‘What do the hormones do?” is sup- 
planted now by “What adaptive reactions do they influ- 
ence?” “Which diseases are caused by the excessive func- 
tion or destruction of an endocrine gland?” becomes today 
“In which diseases has the endocrine status a decisive in- 
fluence?” There emerges a new and somewhat more com- 
plex pathology in which the main objects of study are no 
longer individual “pathogens,” but rather “pathogenic sit- 
uations.” 

In summary, Dr. Selye states: “Thus, to my mind, the 
most important contribution of research on stress is that 
it has furnished an objective, scientific basis for the de- 
velopment of a new approach to the treatment of disease. 

“This is neither specific causal nor specific sympto- 
matic therapy, but a treatment based upon the imitation 
and perfection of Nature’s own auto-pharmacologic re- 
sponses. These defensive reactions have become exquisite- 
ly adapted to our needs, through countless centuries of 
evolution so that we may meet all the usual assaults 
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against health and life to which man is commonly exposed. 
A therapy which thus attempts to co-operate intelligently 
with the natural healing powers of the body could not fail 
to inspire confidence.” 


The Low Fat Diet Cookbook. By Dorothy Myers 
Hildreth and Eugene A. Hildreth, M.D. Pp. 148. Price, 
$2.95. New York, Medical Research Press, 1952. 

Extensive research has indicated that a high level of 
cholesterol in the blood is responsible for atherosclerosis, 
the most painful and dangerous form of the circulatory 
diseases of advancing age. It has shown that by cutting 
down animal and vegetable fats in the diet the cholescerol 
content of the blood may be reduced and controlled. The 
low fat diet thus makes possible the prevention and treat- 
ment of atherosclerosis and has become accepted medical 
practice by an increasing number of physicians. 

The Low Fat Diet Cookbook presents all of the basic 
facts of the low fat diet: how to plan and follow a low 
fat diet; how to prepare over 200 medically tested and ap- 
petite-tempting dishes, including low fat roasts, fish, poul- 
try, gravies, dressings, desserts, salads, sandwiches, sauces 
and many more; how to adjust the low fat diet to lose or 
gain weight; how to calculate the fat content of basic 
foods in preparing favorite dishes; and how to plan 
menus for an entire week of delicious low fat meals. 

Dorothy Myers Hildreth, experienced dietitian, has 
collaborated with her husband, Dr. Hildreth, in research on 
the low fat diet, and both are thoroughly versed in the 
subject. 

Dr. Francis C. Wood, Professor of Medicine at the 
University of Pennsylvania School of Medicine and Chief 
of the Medical Clinic of the Hospital of the University of 
Pennsylvania, states in the introduction that the evidence 
of years of research indicates that “atherosclerosis is not 
necessarily an inevitable concomitant of aging’ when the 
low fat diet is prescribed. 
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staff of visiting physicians. 


TUCKER HOSPITAL, INC. 


212 West Franklin Street 


RICHMOND, VIRGINIA 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 


Under the Professional Charge of 


Dr. Howarp R. MASTERS, 
Dr. JAMES ASA SHIELD AND ASSOCIATES 














